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Foreword

Amy Gutmann

The good we secure for ourselves is precarious and uncertain until it is secured
for all of us and incorporated into our common life.
—Jane Addams

Long before the University of Pennsylvania hosted the 18th Congress of
the International Council on Women’s Health Issues, American suffrag-
ist Jane Addams was skillfully integrating her argument for extending
voting rights to women with trenchant observations about health, the
environment, and nutrition. Writing in 1915, she advocated for women’s
active involvement in the public sphere, emphasizing that individual
action alone could not provide access to transportation, housing, and
unpolluted air and water, or ensure the availability of safe and nutri-
tious food.

Nearly a century later, we continue to draw connections between
women’s opportunities and the places in which they live. Addams would
certainly marvel at our progress, but she also would remind us that if we
do not continue to broaden the scope of our efforts “we shall fail to go
forward, thinking complacently that we have ‘arrived” when in reality
we have not yet started.” Securing voting rights was, indeed, a historic
policy breakthrough, but women’s journey to control their own destiny
is far from being over.

Despite inspiring progress around the world, far too many women
and girls continue to suffer abuse and to meet unimaginable fates. They
are systematically tortured and raped as a war tactic. They are exploited
for profit, forced into marriages as children, and killed for bringing dis-
honor on their families.

The access of women and girls to education, health care, and employ-
ment is grossly unequal to that of their male counterparts, and true
gender equality remains a goal for all nations. Since 2006, the three
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highest ranking countries in the World Economic Forum’s Global Gender
Gap Report—Iceland, Finland, and Norway—have closed a little more
than 80 percent of their gender gaps, whereas the lowest ranking coun-
try—Yemen—has closed less than half of its gender gap. Societies the
world over continue to squander the potential of half of the human race
to contribute to economic, political, and social advancement.

We honor the advancement of women’s rights most fittingly when we
dedicate ourselves to the important work that remains. The future is
filled with daunting challenges, but also with thrilling opportunities for
world-changing success. To boldly advance human rights and women’s
health in the twenty-first century, we must continue to increase aware-
ness, to promote action, and to advance assessment of our policies and
our practices. Only then will we truly celebrate the end of the jour-
ney and share a “common life” distinguished by equality and opportu-
nity for all.

Increasing Awareness

The emergence of new technology and the surging popularity of social
media enable us to personalize global issues and to increase awareness
of human rights. In 2009, when a 26-year-old Iranian civilian, Neda
Agha-Soltan, was shot during a demonstration in Tehran, a bystander
recorded her final moments on his cell phone. The footage and news of
her death spread rapidly over Facebook, YouTube, and Twitter, drawing
international attention to the political protests.

Stories like Neda’s increase awareness around the world by connect-
ing statistics and reports with faces and names. The digital age has given
us unprecedented access to vast amounts of information, and opportu-
nities abound to learn about and to communicate directly with people
who would have been strangers to us a generation ago. By harness-
ing new technology, we move from abstractions to concrete examples
of both tragedy and triumph, and the urgency of the global women’s
movement crystallizes.

Promoting Action

Over the past decade, grass roots initiatives and partnerships to em-
power women have sprung up around the world. These collaborations
embrace the complexity inherent in globally oriented interventions and
promote understanding of cultural differences as a means to achieve
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progress. Promoting and supporting action in local communities gives
rise to successful models that can be modified and replicated.

One of my favorite examples has roots at the University of Penn-
sylvania. After learning of Muhammad Yunus’s work with Grameen
Bank and meeting him in person, Wharton alumna Roshaneh Zafar
returned to her native Pakistan and started the Kashf Foundation, the
country’s first specialized microfinance organization. Through Kashf,
women from low-income communities have access to loans and insur-
ance. Since 1997, the foundation has worked with more than a million
families, providing small sums of money to enable economic growth. In
turn, this growth has enabled families to send their children to school,
generating a virtuous cycle of education and achievement.

Advancing Assessment

Identifying efforts that produce the most significant change and the
most sustainable outcomes will drive the global women’s movement for-
ward. To improve the opportunities and choices of urban women, we
need an effective coalition of researchers, clinicians, educators, and
community advocates to identify the most effective policies and then to
push for significant policy changes in the world’s cities.

Improving health is among the most effective ways of transforming
the lives of women and girls. Better health improves educational out-
comes and decreases poverty. Interventions that promote health edu-
cation, prevent disease and injury, and increase access to health care
have a tremendous demonstrable impact in communities around the
world. Just as Addams did a century ago, we must continue to demon-
strate the connection between women’s rights, health, and successful
urbanization.

The Journey Ahead

Currently, more than half of the people on the planet—an estimated
3.5 billion women, men, and children—Iive in urban areas. Over the
next two decades, the world’s cities will grow, eventually supporting a
staggering 5 billion people.

The challenges posed by swelling populations are great. Will our
cities buckle under the strain? Or will we work together and develop
systems that meet the most basic human needs: unpolluted air, clean
water, sanitation, food, and decent health care? Because women face far
fewer employment opportunities and assume greater responsibilities as
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caregivers, they are at special risk of bearing the most costly burdens
of urbanization.

What role can today’s premier teaching and research universities play
in meeting this global challenge?

Ours is an increasingly connected and complex world, and the criti-
cal issues of our time demand approaches that crosscut academic disci-
plines. At the University of Pennsylvania, we encourage the integration
of knowledge by supporting centers and institutes—like the innova-
tive Penn Institute for Urban Research—that connect faculty and foster
collaboration. Through our Penn Integrates Knowledge initiative, we
attract world-renowned scholars who have devoted their careers to inter-
disciplinary inquiry. All the while, faculty in our twelve schools work
with one another to address challenges that do not fit neatly within aca-
demic boundaries.

At the same time, we broadly educate our students, encouraging
them to pursue their passions and develop their leadership skills inside
and outside of the classroom. Young women and men who today are
engaged in the movement to empower women and to improve the world
for women and men alike will fuel tomorrow’s efforts.

Each year at Penn, more than 4,000 of our 9,600 undergraduates en-
gage in sustained service activities in addition to their academic studies.
In recognition of our local engagement efforts with the City of Philadel-
phia, Penn and the University of Southern California tied for number
one “best neighbor” among American colleges and universities in 2009.

Many schoolchildren in Philadelphia and other major cities in the
United States and around the world have limited access to nutritious
food and open spaces. Penn’s Agatston Urban Nutrition Initiative pro-
vides education programs in twenty public schools and empowers
elementary and high school students to take control of their health. Stu-
dents who go through the program often become nutrition advocates in
their communities.

Our commitment to improving the world begins locally but extends
globally. Through the Guatemala Health Initiative, Penn students help
develop interventions to improve maternal and child health outcomes.
Under the direction of a medical anthropologist on our faculty, a junior
in our University Scholars Program constructed her own research pro-
tocol, tracked the weights of pregnant women, and investigated the
major factors that shape Guatemalan women’s attitudes about nutrition
and the connections among those attitudes, resulting behaviors, and
fetal health.

These are just two of the myriad ways in which Penn students are
working to empower women and improve the world before they gradu-
ate. Imagine what could be accomplished if we unlocked the potential
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of all university students who are interested in empowering women to
improve the world.

Moving Forward

Jane Addams reminds us to reinvent our approaches. We must recog-
nize that the pressing challenges posed by urbanization on the lives of
women and girls are lifelong challenges, not only to individuals but also
to institutions. Universities must broadly educate the next generation of
leaders. We must be models of engagement with local and global com-
munities, and we must identify, support, and share the programs that
demonstrate the best results.

Writing in 1786, Penn’s founder, Benjamin Franklin, “observe[d] with
concern how long a useful truth may be known, and exist, before it
is generally received and practiced on.” The useful truth is that when
we improve health care, education, and employment opportunities for
women, they drive their families, their communities, their cities, their
nations, and the world forward. The chapters in this volume exemplify
the breadth of viewpoints and depth of experience on which we must
capitalize to improve our world, not only on the margins but also at the
core—with health care, education, and employment for all.
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Introduction

Developing Urban Areas as if Gender Matters

Afaf lbrahim Meleis

The world is becoming more urbanized, and urban populations are
growing at an unprecedented pace. More than half of the world’s pop-
ulation, approximately 3.5 billion people, live in cities; by 2030 this
number is expected to increase to almost 5 billion. People are mov-
ing to urban areas seeking new opportunities, new options, freedom
in choices, and better resources. Women in particular believe that they
can improve their status, position, and their children’s opportunities
by seeking work and educational opportunities for themselves or their
children in the cities. Many even venture beyond their own countries in
search of a better quality of life.

Increasing urbanization is not only a U.S. phenomenon; rather, it
is a global phenomenon. Although most of this growth in numbers of
urban dwellers and in migration to urban areas is occurring in higher
income nations, similar migration patterns are occurring in developing
nations as well, such as Africa, Asia, and Latin America (ISTED 2010;
WHO 2010e). The United Nations has estimated that in the early twen-
tieth century approximately sixteen cities in the world had populations
of at least 1 million. By the beginning of the twenty-first century, ap-
proximately 400 cities were this size. Megacities, defined by the United
Nations as metropolitan areas with a total population of more than 10
million people, are also increasing in number, and many of these will
be located in the developing world.

As urbanization increases, the number of urban poor will also con-
tinue to rise (United Nations 2008c). Many of these will be women
moving from rural to urban areas and across countries with dreams of
finding better lives, more educational and health resources, and fewer
restrictions on new freedoms. Among these women are the Syrian, Fil-
ipina, and Thai maids, nannies, cooks, and housekeepers who work in
Saudi Arabia, Egypt, Hong Kong, and Taiwan. They are the mail-order
brides from Korea, Lithuania, Estonia, Vietnam, Taiwan, Germany, and
the United States. They are the female nurses from all over the world
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who live and work in Brunei, Kuwait, the United Kingdom, the United
States, and other countries far from their homes.

Most, if not all, of these women settle in urban areas that are not
designed with their safety in mind; nor is access provided to resources
that meet their unique and universal needs. While urbanization comes
with new opportunities and many options, it is often hazardous to
women and to their health. The process of urbanization contributes to
a scarcity of resources, lack of infrastructure, and deprivations in social
structure. In urban areas, women face new health risks caused by poor
sanitation, lack of electricity, as well as more pollution, stress, crime,
and traffic accidents (United Nations 2008c, 2010a). In congested cities,
women also face an increased risk of communicable diseases and infec-
tions. Women are more compromised than men under these urban con-
ditions due to gender inequities and to a lack of awareness among urban
developers and policymakers of their specific needs and concerns.

Urbanization creates new issues for health and health care for women,
and although there has been attention to the relationship between ur-
banization and health, less is known about the intersection of these three
subjects: urbanization, gender, and health. A focus on the role of gender
in urban health is absent from dialogues about urbanization (Frye, Put-
man, and O’Campo 2008). Further, limited dialogue exists on the inter-
section between public spaces and women’s health-care needs. Urban
environments, with their specific social and structural characteristics,
have an undeniable impact on the health and well-being of urban pop-
ulations, especially on women, who are more at risk because of the pre-
vailing gender divide and limited access to resources and health services.

This book is designed to provide a platform for a robust dialogue
about the social and physical environments and space configurations
in which women live, and the impact of the urban environment and its
planning on the health of women. The goals of the chapters that follow
are to stimulate urban planners and women’s health professionals to ini-
tiate dialogue about, and research into, the intersection between urban-
ization and women’s health.

Broadly, the aim of this book—Women’s Health and the World’s Cities—
is to examine urban planning to identify areas with the potential to bet-
ter support women’s health. Far too often, professionals from all fields,
from health-care professionals to policymakers to urban planners, as-
sume that structuring a healthy environment for a woman is the same
as structuring a healthy environment for a man. In fact, women’s needs
are unique. Remarkable opportunities to have a profound impact on
urban women’s lives can result from opening a multidisciplinary dia-
logue among professionals from all facets of health care, health policy,
and urban design, among other areas.
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This leading-edge, solution-driven volume is meant to inspire dia-
logue about contemporary issues that affect urban women’s health and
life experiences. National and international authors of individual chap-
ters are actively involved in urban development or in researching, plan-
ning, and advocating for women’s health programs. They are experts in
the fields of urban design, health sciences, health policy, law, social pol-
icy, education, and sociology, among others. Some of the chapters are
more oriented toward research, whereas others integrate scholarship
with activism. Resolving issues related to vulnerable and marginalized
populations requires integrating empirical, theoretical, and advocacy
approaches. This book provides academicians and professionals the
opportunity to evaluate frameworks and research evidence about the
effect of urbanization on women’s health and, conversely, the effect of
women’s health on urban communities. Women play critical roles in our
societies—as mothers, providers, leaders, caregivers, and volunteers—
that give them an exponentially powerful role in guiding not only their
own health but the health of their children, their families, and their
community. With these points in mind, the book’s contributors

present models of interdisciplinary and cross-sectoral collabora-
tion among urban women’s health researchers, urban planners,
policymakers, clinicians, philosophers, and community workers
from the Global South and Global North, and encourage further
networking and collaboration;

propose an agenda for urban women’s health that identifies general
crosscutting items as well as strategies for specific localities; and

present strategies and best practices for economically efficient
delivery of health promotion, health education, and disease and
injury prevention guidelines for urban women in the Global
North and Global South.

Authors address common themes, including the properties of urban-
ization that intersect with women and their health, and the most signif-
icant determinants of vulnerability and risk for women. Among these
are aging, violence, poverty, and access to health care. All authors offer
strategies for improving urban women’s health by improving the spaces
in which they live.

Urbanization

Life in cities entails negative as well as positive aspects. Urbanization
may offer more opportunities overall, such as better educational oppor-
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tunities, diverse employment options, networks that open doors, more
access to resources, better health care, and more advanced transporta-
tion. Urbanization may also pose risks for women, such as harassment,
violence, costly health care, transportation issues, and changes in life-
style that put women at risk for disease.

Often, inequality in cities becomes more pronounced as cities develop
and expand, particularly when expansion is due to an inflow of already
disadvantaged groups such as migrants, immigrants, rural people,
women, and minorities. Very often, favelas, Ashish, shanty cities, and
slums form to accommodate the newcomers. These accommodations
are characterized by poor sanitation, unsafe drinking water, high popu-
lation density, lack of transportation, violence, and unsafe sex practices.
In such environments, women become even more vulnerable than men
due to gender inequities. In some urban slums, a third of homes are
headed by women (UN-HABITAT 2006). Compared to their male coun-
terparts, these women are even more at risk because they tend to have
lower paying jobs and higher illiteracy rates due to lack of education,
which cause major financial and social stressors that can profoundly
affect their health.

Urban areas are characterized by the nature of their social capital
and physical capital. Social capital is the glue that binds members of
a community together. It is “the patterns and intensity of connections
within and between social networks that combine to create shared value
and benefits” (WHO 2008b: 9). A community’s social capital is mea-
sured by its inhabitants’ perceptions of livability and their estimation
of the extent to which they feel they can get help from one another. It
is also measured by their sense of belonging and the trust they place in
their neighbors (Hutchinson et al. 2009). Vulnerable populations such
as women, immigrants, migrants, and minorities are in greater need of
a social safety net composed of a critical mass of individuals with whom
they can develop trust, bond, and form strong ties. Social capital has
been associated with preventive behaviors (Hsieh et al. 2008). Commu-
nities with strong ties provide information, support, babysitting, elderly
care, emergency care, access to car pools, and shared responsibilities
when needed (Coogan et al. 2009). Women organize and manage such
resources as they need and utilize these resources for themselves and
for their families. Communities without strong ties, where individuals
are isolated, lack the support and resources women rely on to care for
themselves and their families.

The physical capital of urban areas can be characterized in terms
of walkability, transportability, aesthetics, and safety. These measures
reflect the extent to which the environment promotes exercise and
activity, provides access to healthy food, and makes access to health care
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available. Urban areas designed without attention to safety produce less
walkability and tend to increase weight-related chronic conditions as
well as self-reported poor health risks (Doyle et al. 2006). The nature
and problems of a community’s physical capital influence the nature
of its social capital. The way an urban area is organized—the safety of
its streets, the availability of space for meeting others, the location of
resources including how shopping for essential needs is organized, the
density in living and the type of housing—affects how and where people
meet and the connections they develop with one another.

Women'’s Health

Women’s lives connect to geography and space in many different ways.
Among these are women’s relationships with their homes, with their
kitchens, and with their places of work and the immediate spaces sur-
rounding them. Although women have been influential in the design
of private spaces, their influence on public spaces has been relatively
absent. Gender and urban development has received minimal attention.
Feminist geographers have uncovered and discussed some of the gen-
der spatial segregations that have existed in the private lives of women;
similar dialogues on public spaces are still needed.

Urbanization creates physical demands on women due to new waged
work, urban stressors, limited convenient transportation, demands on
their time, and new complexities in their lives. Employment oppor-
tunities have both positive and negative effects on women’s health.
Although access to waged work can improve women’s health by allow-
ing poor urban women to become more independent and by improving
their social and economic situations, it can also have negative conse-
quences. These women often find themselves having to work in sub-
standard employment conditions that can be harmful to their health.
They often work in underpaid, unsafe jobs in industries where they
are exposed to toxic substances and environmentally hazardous condi-
tions that can have profound effects on their physical and mental health
(Doyal 2004). Although some women are able to ease their work bur-
dens by obtaining domestic assistance, those who are hired are mostly
women whose health is jeopardized by the nature of the work or by
the lack of access to health care. Most of these women are migrants or
immigrants to urban areas.

Lower paying jobs and fewer employment opportunities create dif-
ficulty for women in renting or owning houses, as that requires capital
or credit, both of which are more challenging to obtain for vulnerable
populations such as women than for advantaged populations, since they
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face greater poverty. Also, when housing is insecure, so too is the ability
to find healthy food due to a lack of access to full-service supermarkets
and farmer’s markets, which are all made readily accessible in more sta-
ble communities; when healthy food is inaccessible, illness may follow
(UN-HABITAT 2004b).

In addition, women face a myriad of other health issues that are
best served by gender-specific responses; these include cancer, obesity,
hypertension, osteoarthritis, diabetes, and depression (WHO 2010e).
These issues are often exacerbated by such challenges as air, water, and
land pollution; environments that promote sedentary lifestyles due to
lack of space and a dearth of opportunities for physical activity; gender-
specific marketing campaigns that lead to increases in the consump-
tion of tobacco and alcohol by the targeted audience; traffic accidents;
exposure to stress and violence; and limited access to healthy and
fresh foods. Lack of access to healthy food with limited support from
a network (due to migration or immigration) place women at new risk
(Doyal 2004). These all serve as examples of how women often bear the
heavier burden of urban development problems due to gender inequi-
ties in society, limited education, and a lack of awareness of their needs
among urban developers and policymakers.

Health disparities related to gender and poorly conceived approaches
to women’s health pose a dire threat considering that, in many soci-
eties, women are the backbone of families and communities and the
keepers of social values and capital. Though recognition of the central-
ity of women for family, community, and society’s health has increased
over the years—as manifested by a focus on microfinancing and lend-
ing to women—a focus on women and their health and welfare contin-
ues to lag in many parts of the world. Lowering women’s morbidity and
mortality rates, improving their education, and raising their incomes
are still at the top of the unachieved Millennium Development Goals
(MDGs) (United Nations 2010a). Other challenges include translating
research into practice and policy and implementing best practices in
community interventions.

Health Risks for Women in Urban Areas

So what are some of the major health risks women face in urban areas?
Kettel (1996) argued that women’s relationships with their geographi-
cal spaces are laden with environmental hazards that put them at risk
that is clearly gender-differentiated. Lack of careful gendered planning
leads to “disease environments” for women. Lack of access to health
care in general and preventive services in particular is one of the major
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determinants of poor health. Gender differences in health and illness
patterns are the product of both biology and the sociocultural context
in which people live.

Lack of access to health care translates into increased infant and
maternal morbidities and mortalities. Whether or not women’s needs
are met for reproductive health care is predicated on cost, time, avail-
ability, transportation ease, and ability to take time from work—all of
which are imbedded in urban planning. The geographical location of
women’s health clinics becomes more challenging in urban areas due
to congestion, population density, and distance. Problems in accessing
reproductive health care have been well manifested and addressed in
rural areas; similar dialogues and planning need to be addressed in
urban areas. Even when data indicate that urban dwellers enjoy better
health outcomes than rural dwellers, when income, environment, and
other variables are considered, women in urban settings are more vul-
nerable to mental illness and to infections and are more at risk for can-
cer, reproductive health problems, and other environmentally related
problems than are women in rural areas (Harpham 2009; National
Cancer Institute 2010).

Another particularly vulnerable group in urban areas is elderly women.
Life expectancy is increasing worldwide as is the proportion of people
who are considered old (age 65 and over). Women tend to live longer
than men; therefore women are either the caregivers of their spouses or
other family members who need care, or they are living alone with lim-
ited resources for their own care. Urban areas tend to isolate the elderly,
making it difficult to create social networks, particularly in socially disad-
vantaged areas (Boneham and Sixsmith 2006). Aging in general makes
people more vulnerable to chronic illness and other phenomena, and
aged women particularly are vulnerable in urban areas due to limited or
fixed incomes, isolation, dehydration, limited access to health care, and
climate changes, particularly heat and cold waves. Furthermore, they are
more vulnerable to harassment, violence, and injuries, particularly when
urban areas are not developed with good lighting and easy and accessi-
ble transportation. As more elders wish to age at home, urban planning
must pay greater attention to their needs.

One of the major health hazards that women and girls face in urban
areas is exposure to many forms of violence. They encounter harass-
ment, sexual advances and coercion, rape, intimate partner violence,
injury, and murder. Urban environments exacerbate the emotional
scars that women suffer from due to their gender. Dating violence is
prevalent among urban youth and is associated with suicide attempts
among adolescent girls. Accessible screening must be provided as well
as mental health services (Olshen et al. 2007).
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There is a connection between physical space and greater vulnera-
bility to violent acts. Environments designed with more lighting, bet-
ter transportation, and more emphasis on density and organization of
urban areas may decrease the risk of violence to women. Communities
that are safer and more walkable tend to have lower crime rates; indi-
viduals who live in these communities tend to have lower body mass,
to exercise more, to have healthier eating habits, and to be generally
healthier (Doyle et al. 2006).

Another major risk factor for women and their health is poverty. Pov-
erty and economic inequities (which exacerbate health risks for women)
exist within cities, and these risks affect women differently in develop-
ing and developed countries. Economic poverty is associated with envi-
ronmental poverty. The urban poor are highly vulnerable to many
health hazards. They live at the periphery of cities in shanty communi-
ties and in Ashish and favelas. Those who live in these slum areas suf-
fer from lack of hygiene and sanitation, limited clean water, inadequate
sewage systems, and insufficient transportation infrastructure, making
access to health care and resources even more meager.

As managers of the lives of their families, women also become the
managers of systems needed to care for their families, which include
water, transportation, social support, and food. As a result of negoti-
ating these systems, women face increased stresses and burdens, mak-
ing them more vulnerable to the hazards of negotiating these systems
as well as to the infections, chronic diseases, and malnutrition that are
ubiquitous in impoverished urban areas. Thus transportation planning,
for example, needs to be seen as a women’s issue.

Recommendations for the Future of Healthy Cities
and Healthy Women

Gender matters in urbanization and globalization. In any dialogues
about the development of nations, there is a global recognition of the
centrality of women. This recognition is manifested in the Millen-
nium Development Goals, which were developed in 2000 by the United
Nations and the Organisation for Economic Co-operation and Devel-
opment to improve the lives of hundreds of millions of people around
the world and ensure their basic human rights (the top five of the eight
goals address women’s issues such as poverty, education, maternal and
infant mortality rates, and infections). The designation of the United
Nations entity for gender equality and the empowerment of women
(UN Women), developed after ten years of dialogues and recommenda-
tions to the secretary-general of the United Nations, and the appoint-
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ment of Melanne Verveer as the U.S. ambassador for global women’s
issues by President Barack Obama, are indications of recognition of the
vital role that healthy and educated women play in developing commu-
nities and nations and for how world diplomacy can be enhanced by
educating and empowering women through paying attention to design-
ing healthy environments for them.

Urban planners must consider five forces in planning and develop-
ing urban areas in order to improve women’s lives. The first condi-
tion is that there is momentum for improving the situation and status
of women through empowering them by providing access to educa-
tion, health care, healthy lifestyles, and resources in urban areas. This
momentum must be the force for continuity in designing urban areas
that are responsive to women’s needs. That leads to the second impor-
tant condition—developing cities with women’s needs in mind. Women
want to live in safe environments with better lighting, lower population
density, and spaces that permit connections and allow them to provide
the care that their roles demand to meet the needs of their children,
friends, partners, elders, and other family members. This means pro-
viding access to resources for their children’s needs as well as elders’
needs. Improving conditions in or replacing slums, where many women
newcomers to the city live, must be part of urban planning and devel-
opment. Urban planning for women must acknowledge the inadequacy
of shanty cities, favelas, Ashish, and other low-income areas for black,
Latino, and immigrant communities (Day 2006). Gender-sensitive and
age-sensitive approaches to urban development should be included.
A third condition in planning urban dwellings and infrastructure is
to pay attention to the sociocultural context and religious mores that
drive, and often dictate, women’s movements, educational and work-
ing options, and housing needs. Developing urban areas in religiously
conservative Muslim or Jewish communities or in socially strict societies
requires different criteria and guidelines that determine the physical
and social capitals and hence the space configurations. The fourth vital
condition is to seek and include women’s voices in planning decisions.
Women should be key players in the policies and plans used for the
development of communities (Boneham and Sixsmith 2006). Involving
women in policies related to urban planning and development ensures
that their perspectives, needs, and voices are included in designing
spaces with women’s needs in mind. The fifth and most important con-
dition is to develop a conceptual framework that provides a structure
for systematically investigating gender and its impact, or lack of it, on
urban environments as well as on health and well-being. This concep-
tual framework would drive the design and translation of research
programs into gender-sensitive urbanization development plans. Ques-
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tions that should be addressed relate to the differences in urban living
between men and women and to differences in health outcomes among
those who live in urban areas with differential incomes, and theories
should be developed that are sensitive to defining and investigating the
nature of gender disparities that are characteristic of those who live
in urban areas (Frye, Putman, and O’Campo 2008). Preventing urban-
ization’s spatial, social, and health risks for women through careful
advance planning will be far more effective and productive than inter-
vening after the fact.

Conclusion

The MDGs galvanized world leaders to forge global partnerships to
achieve these universal objectives by 2015 (Yusuf, Nabeshima, and Ha
2007). These eight goals are:

* Eradicate extreme poverty and hunger.

» Achieve universal primary education.

* Promote gender equality and empower women.
* Reduce child mortality.

* Improve maternal health.

¢ Combat HIV/AIDS, malaria, and other diseases.
* Ensure environmental sustainability.

* Develop a Global Partnership for Development.

While the top five goals are clearly related to women and their health
care, all the goals address the challenges and opportunities of provid-
ing quality and accessible health care for women. The disparity be-
tween rich and poor countries makes it difficult for poor countries to
achieve the MDGs. By all indications, most of these goals have not been
achieved in most of the world. In September 2010, world leaders recon-
vened at the United Nations in New York to review the progress being
made in achieving the eight goals. Although some progress has been
made in the efforts to reduce poverty, disease, and environmental deg-
radation, much work still needs to be done to successfully attain many
of the MDGs by 2015. In 2005, it was estimated that 1.4 billion peo-
ple were still living below the poverty line. According to the United Na-
tions, today one in four children under the age of 5 are malnourished
due to lack of food, lack of clean water, and poor sanitation and health
services. The gap between the rich and poor is a major deterrent in
achieving the MDGs, particularly those related to women and girls, and
it must be eliminated. Girls living in 20 percent of the most impover-
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ished households in developing nations are 3.5 times more likely not to
be enrolled in schools than girls in affluent households and four times
more likely to be out of school than boys from the richest households.
This large gap between the rich and poor also affects the improvement
of maternal health due to differences in access to professional health
services. For example, in many parts of the developing world, fewer
than half of women have access to skilled health personnel when giving
birth (United Nations 2010a). The absence of a common framework be-
tween rich and poor countries also makes it difficult for the exchange
of knowledge and lessons learned, thus hindering progress and widen-
ing the gap between them.

Gender equality and the empowerment of women are central to the
MDGs and therefore necessary to achieve these goals (United Nations
2010a). Global health problems require global solutions, and global
solutions require partnership and better communication. Addressing
urbanization and urban development while considering women’s needs
for safety, education, access to quality health care and support, healthy
food, and a healthy environment may be a catalyst for achieving these
vital goals for the well-being of nations.

The chapters that follow discuss the issues that women face living in
urban areas in the United States, Africa, Asia, and elsewhere, and exam-
ples are given of how urbanization can either promote or hinder better
health care for women. In addition, authors discuss creative solutions to
living in slums and in unsafe environments. Partnerships between pri-
vate and public organizations as well as governmental, national, and
international organizations are vital for developing and implementing
gender-sensitive solutions to urbanization; the chapters provide insights
into what global agencies, such as the World Health Organization, as
well as U.S. agencies, such as the National Institutes of Health’s Office
of Research on Women’s Health and the Department of Health and
Human Services, are proposing as strategic goals for the future.

This book examines the risks faced by women in urban areas s well as
ways to enhance the health and safety of women by better planning of
urban areas. This volume reflects the dialogues among scholars, clini-
cians, and activists about best practices to advance women’s issues. The
combination of empirical and tacit knowledge gives the needed sup-
port for women’s voices to be heard. The integration of the diversity of
methods, frameworks, evidence, advocacy, and the required support to
reinforce actions in developing models of care and instituting changes
is what will make a difference in designing healthy environments for
women.

And when women are healthy and safe, so are their families and
communities.
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Chapter 1

Women'’s Health and the City: A Comprehensive
Approach for the Developing World

Julio Frenk and Octavio Gdmez-Dantés

Women living in cities in the developing world face an increasingly
complex set of health challenges that can be met only through innova-
tive and comprehensive strategies. This chapter discusses the nature of
these challenges and some strategies to address them. We begin by ex-
amining the impact of urbanization on the health of women in develop-
ing nations. Next, we address potential responses to the health needs of
women in the developing urban world, building on the lessons from the
primary health care (PHC) movement. Following this, we discuss po-
tential obstacles to the implementation of these responses and present
examples illustrating how such obstacles can be successfully overcome.

Urbanization and Women's Health

In response to major health threats in European cities in the nineteenth
century (cholera, typhoid fever, tuberculosis), modern public health was
born and networks of public health offices were established (Hamlin
2009). This progress nourished the sanitary reforms that yielded un-
precedented improvements in living and working conditions in urban
European centers, which led to the ensuing decline in mortality rates
and a steady increase in life expectancy. The image of modern cities as
places where order, tranquility, and cleanliness reigned, and where pre-
viously deadly diseases were under control, won general acceptance.
This image was challenged by the explosive growth of cities in low-
and middle-income countries in the second half of the twentieth cen-
tury, which was the product of high birth rates, declining infant
mortality figures, and massive immigration waves. This uncontrolled
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growth has resulted in a high exposure to health risks by city dwell-
ers, especially those living in slums, who frequently suffer from higher
exposures to these risks than people living in rural areas (Montgom-
ery 2009).

This epidemiological vulnerability is due not so much to a lack of
resources as it is to “maldevelopment™ a lack of consistency between
the needs of a specific population and the responses generated to meet
them (Touraine 1992). Many cities in developing nations lack plan-
ning procedures and regulatory mechanisms, have adopted inadequate
urban models, and suffer from badly implemented policies.

The essential characteristic of maldevelopment is the juxtaposition
of problems. In developed societies, new problems tend to replace old
ones. In contrast, in maldeveloped societies, old and new problems coex-
ist, fighting for public resources and for a place in the public agenda.

Health reflects better than other fields this pattern of development.
Whereas rich countries experience a substitution of old for new patterns
of disease, the developing world simultaneously faces a triple burden of
ill health: first, the unfinished agenda of common infections, malnu-
trition, and reproductive health problems; second, the emerging chal-
lenges represented by noncommunicable diseases, mental disorders,
and the growing scourge of injury and violence; and third, the health
risks associated with globalization, including the threat of pandemics
like AIDS and influenza, the trade in harmful products like tobacco
and other drugs, the health consequences of climate change, and the
dissemination of harmful lifestyles leading to the epidemic of obesity.

This protracted health transition is compressed in urban environ-
ments, especially in slums. Limited access to safe drinking water, in-
adequate sewer facilities, and insufficient waste disposal—all common
in slums—help disseminate common infections, which are respon-
sible for the more than 3 million deaths in girls under 5 that occur
annually worldwide (WHO 2009b; Brocklehurst and Bartram 2010).
Health services tend to be understaffed and lack basic resources, a fact
that explains many of the 350,000 annual maternal deaths that occur
worldwide in pregnancy and childbirth. “Maternal deaths,” according
to the Web page of the Averting Maternal Death and Disability Initia-
tive at Columbia University, are “symptoms of health systems in crisis”
(AMDD 2010).

At the same time, urban lifestyles expose women to risk factors linked
to noncommunicable ailments, including heart disease, diabetes, can-
cer, and mental disorders. Cardiovascular diseases are the main causes
of death and disability in women aged 60 years and over in low- and
middle-income countries. Annually, 4.5 million women in developing
regions die from stroke and ischemic heart disease, the same number as



Women's Health and the City 17

those who die from HIV/AIDS, tuberculosis, and malaria combined (4.6
million women in 2008) (WHO 2009b; Kaiser Family Foundation 2010).

Diabetes is also a major challenge. This disease is responsible for
the deaths of almost 400,000 women annually in the developing world.
The World Health Organization (WHO) projects that over the next ten
years the number of deaths due to this ailment will increase by over 80
percent in upper middle-income countries (WHO 2010d).

Cancer in women in the developing world is increasing as well. Devel-
oping countries account for 46 percent of the 1 million new cases of
breast cancer diagnosed each year worldwide and for 55 percent of
deaths from breast cancer (Garcia et al. 2007). In Latin America, Uru-
guay and Argentina have reached breast cancer incidence rates simi-
lar to those of Canada, which are among the highest in the world
(Lozano et al. 2009). Cervical cancer, which has become a rare disease
in rich nations, causes more than 200,000 deaths annually in develop-
ing regions.

Injuries are also conspicuous in the cities of the developing world,
and they increasingly affect women. Six of the ten most common causes
of death in females aged 10 to 19 in middle-income countries are road
traffic accidents, drowning, self-inflicted injuries, violence, poisoning,
and burns (WHO 2009b). Most of these causes of death are more preva-
lent in urban settings.

Domestic violence is a critical topic. Evidence from health surveys in
several developing countries shows a high prevalence of intimate part-
ner abuse: 44 percent in Colombia, 34 percent in Egypt, 42 percent in
Peru, and 48 percent in Zambia (Kishnor and Johnson 2004).

The rifts in the social fabric, particularly frequent in excluded urban
populations, also create fertile soil for the development of mental prob-
lems. In fact, depression is a leading cause of disability among urban
women in developing regions (Montgomery 2009).

Finally, we must consider the health risks associated with globaliza-
tion, such as pandemics, harmful lifestyles, and climate change. Glob-
ally, 17 million women aged 15 to 49 are living with HIV/AIDS, 98
percent of whom live in the developing world. Urban prevalence rates of
this disease are much higher than rural rates (UNAIDS, UNFPA, UNI-
FEM 2010). Women 15 to 24 years old are particularly vulnerable to this
infection. In this age group, women now constitute more than 60 per-
cent of the total cases of HIV/AIDS.

Today, more than 1 billion adults in the world are overweight. In
the developing world this epidemic first affected affluent middle-aged
adults, but it has now spread to younger and poorer populations. In
Mexico, 70 percent of adult women in urban areas are overweight (Sec-
retaria de Salud 2006).
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Global environmental problems put additional pressure on urban
centers. Increases in rainfall, temperature, and humidity are favoring
the spread of diseases transmitted by mosquitoes over a wider range
and higher altitudes (UNDP 2007). The rates of dengue fever, in partic-
ular, are increasing in poor urban settlements, where water is frequently
trapped in cans, tires, and all sorts of containers, becoming breeding
grounds for Aedes aegypti, the mosquito responsible for the transmis-
sion of this disease. Climate change, in fact, was considered responsi-
ble for 3.8 percent of dengue fever deaths worldwide in 2004, most of
which occurred in societies with scarce resources and frail infrastruc-
ture (WHO 2009a).

Addressing the Health Needs of Women
in the Urban Developing World

The increasingly complex health needs of women in the developing
world can be addressed only through a comprehensive response built
on four pillars: (1) a new generation of health-promotion and disease-
prevention strategies; (2) universal access to a package of health-care
services that is financed in a fair manner and addresses the triple bur-
den of disease; (3) the adoption of innovations in the delivery of health-
care services that make use of the various technological revolutions of
our times; and (4) the endorsement and enforcement of human rights
related to women’s health. The remainder of this section discusses the
use of these four pillars, taking into consideration the lessons of the
PHC movement.

First Pillar: A New Generation of Health-Promotion
and Disease-Prevention Strategies

To deal with the triple burden of disease faced by women in cities of the
developing world, health systems need to renew public health interven-
tions and expand their scope of action. Measures to control traditional
health risks and prevent diseases should be strengthened. However,
health systems also need to design and implement not just health policy,
but healthy policies: to increase access to safe drinking water and sani-
tation, expand waste management services, improve public transporta-
tion and road safety, limit the consumption of tobacco and other drugs,
prevent domestic violence, control the dissemination of unhealthy diets,
increase physical activity, and control environmental pollution.

Some of the actions required to address health determinants may
be implemented by health authorities. However, public health agencies
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cannot mandate by themselves the expansion of urban water pipelines
or sewer systems for the urban poor, nor can they reorganize public
transportation. Likewise, they have no authority to introduce sexual
education contents in elementary school programs or implement judi-
ciary reforms to protect victims of domestic violence.

The implementation of healthy policies requires coordination with
other government agencies and sectors of society. The PHC movement
has emphasized the need to act on the determinants of health. How-
ever, in developing countries PHC has been mostly involved with the
direct provision of clinical and public health services. To generate addi-
tional improvements in the health conditions of women living in cities
in developing regions and meet the emerging challenges, urban health
systems must now assume other enabling functions, such as stewardship
(Frenk 2009). Only strong ministries of health with solid regulatory and
convening capacities will be able to prompt the design of the intersec-
toral policies that the urban health transition is demanding.

Public health measures related to women’s health that need to be
implemented in cities in developing nations include safe motherhood
initiatives, sexual and reproductive interventions, preventive measures
to address health risks related to emerging diseases, and investments to
enhance urban epidemiologic security.

To improve maternal health it is necessary to expand access to prena-
tal and delivery care, thereby helping to foster healthy pregnancies and
safe deliveries. This measure is critical given that there are still 350,000
maternal deaths annually worldwide (Hogan et al. 2010), 99 percent of
which occur in developing countries. Urban women tend to have better
access to medical services than women living in rural settlements, but
maternal deaths are still a common event among poor women living in
urban centers in developing regions.

Sexual and reproductive health has become a major concern among
urban women in low- and middle-income countries. Efforts are needed
to increase access to modern contraceptive methods and to methods
that can prevent sexually transmitted diseases (STDs). Special atten-
tion in this regard should be given to teenagers, since the prevalence
of unwanted pregnancies and unsafe abortions in this age group is
very high in uneducated adolescents living in urban poverty. As men-
tioned earlier, young women are also becoming particularly vulnera-
ble to HIV infection and other STDs. Human papillomavirus (HPV)
infection, for example, is gaining importance, given its relationship to
cervical cancer. This infection, which is highly transmissible, is more
prevalent in developing countries than elsewhere. It is estimated that
one out of five women in Africa is infected with HPV (Brocklehurst and
Bartram 2010). An effective vaccine against this disease is now avail-
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able. However, its cost limits its extended use in low- and middle-income
countries.

Public health strategies to confront the increasingly prevalent ail-
ments that transcend the field of reproductive health are also required.
Salient among them are public health interventions to address cervical
and breast cancer. Despite the magnitude of the problem, in develop-
ing nations there is an alarming lack of awareness about the increasing
importance of noncommunicable diseases. More information directed
to the general public should be disseminated, and better data to guide
policy should be generated.

Access to screening procedures for the early detection of cervical and
breast cancer should also be expanded. As mentioned previously, cervi-
cal cancer is one of the main causes of death in women in low-income
countries, although effective and affordable treatments are now avail-
able. An interesting challenge would be to place cancer and other non-
communicable diseases in the global health agenda. The goal would
be to expand the United Nations’ Millennium Development Goals to
include health targets related to noncommunicable diseases common
in low- and middle-income countries, such as hypertension, diabetes,
and certain cancers (Farmer et al. 2010).

Health promotion and preventive measures to control overweight
in women should also be implemented, since being overweight is a
major risk factor for three of the five main causes of death in women
in low- and middle-income nations (ischemic heart disease, stroke, and
diabetes).

Finally, public health investments to enhance human security are also
needed, including epidemiologic surveillance and improved prepared-
ness to respond to emergencies, natural disasters, and potential pan-
demics, to which urban concentrations are more prone and vulnerable.
Pregnant women are especially susceptible to the human influenza A
HIN1 virus, which clearly illustrates the differential impact that certain
pandemic diseases can have on women’s health.

Second Pillar: Universal Access to Health Care Services

In addition to health-promotion and disease-prevention strategies,
urban health systems in developing nations need to mobilize additional
financial resources to confront diseases and injuries that have already
occurred. The Ministry of Health, the traditional steward of health sys-
tems, should approach the Ministry of Finance and the members of the
Congress or similar administrative bodies and convince them of the
need to increase the investment in health in order to meet the chal-
lenges of a population that is increasingly exposed to risks associated
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with costly, noncommunicable diseases. These additional resources,
however, should be managed using financial arrangements that pro-
tect the population against catastrophic health expenditures. Protec-
tion against such expenditures is now considered one of the three main
intrinsic objectives of health systems (Murray and Frenk 2000).

Catastrophic and impoverishing health expenditures are a common
eventin cities in developing nations, since the supply of health care tends
to be dominated by private services, mostly financed out of pocket. Even
in the Latin American region, where social security has had an expand-
ing presence, only 20 percent of the population have access to public
insurance (Fay 2005).

The best way to protect urban populations from “financial shocks”
caused by injury, illness, or other health-related events is to collectively
pool risks in some sort of public insurance program to meet health
events without having to pay out of pocket. Innovations in the aggre-
gation of risk should be considered, since access to traditional social
security schemes is limited by the fact that a high proportion of the
population in cities of developing countries are either self-employed or
work in the informal sector of the economy.

Expanding women’s access to health care beyond maternal care is a
major challenge in cities of developing countries. Maternal deaths are
still very common, especially in low-income countries, and should be
addressed without hesitation. Health-care networks should be upgraded
by improving the supply of equipment, medications, and safe blood,
and health-care providers should be trained to assure timely diagnosis
and treatment of obstetric emergencies. However, health systems in cit-
ies of the developing world also need to provide services for noncommu-
nicable diseases. Cancer, in particular, is a challenge facing women in
low- and middle-income countries that deserves more attention. Insofar
asitis a STD, cervical cancer represents the unfinished agenda related
to common infectious diseases. In contrast, breast cancer exemplifies
the emerging challenges associated with the new lifestyles of women of
developing countries. Meeting these challenges requires a two-pronged
strategy: to improve early detection and to increase access to treatment,
which is more effective when instituted at early stages of the disease.

Access to treatment of mental disorders, depression in particular,
should also be expanded. The results of the WHO World Mental Health
Surveys show that less than 15 percent of women with moderate to se-
vere mental disorders in low-income and low-middle-income countries
receive treatment, in contrast with almost 40 percent of women in high-
income and upper-middle-income countries (Kessler and Ustun 2008).

Another major challenge is the quality of urban health services in
developing regions. To increase the quality of care, health authorities
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can strengthen the regulation of individual and institutional providers
through accreditation, certification, and other procedures.

Health systems in urban centers also have to introduce incentives for
providers to reward high-quality care and responsiveness. Similarly,
households can benefit from incentives tied to health-promoting behav-
iors, as shown by conditional cash-transfer (CCT) initiatives. These
programs, implemented worldwide, have successfully met educational,
nutritional, and health objectives in poor populations. In many coun-
tries, CCT programs have adopted a gender perspective in that the cash
transfer is provided to women, who are thus empowered by their control
over family resources.

Finally, urban public health systems can define packages of essen-
tial health services that make entitlements explicit. These packages are
not only useful for planning and quality-assurance purposes; they also
empower health-care users, who know exactly what they can demand.

Third Pillar: Innovations in the Delivery of Health-Care Services

The delivery of personal health-care services in cities of low- and mid-
dle-income countries has suffered from several problems, including the
segmentation of populations, the poor responsiveness of health-care
organizations to population needs, and the concentration of care in
traditional health facilities (clinics, emergency units, and hospitals).
The solution to most of these problems is integration: of populations
through the creation of universal health-care systems; of health and
healthy policies through the implementation of intersectoral strategies;
of levels of care through the design of networks that guarantee the con-
tinuity of care; and of formal and informal health-care spaces through
the extension of the supply of health care and health-promoting activ-
ities to a diversity of spheres—homes, schools, workplaces, and recre-
ational areas—in order to move from health centers to healthy spaces.

The integrated model for the delivery of personal health services in
urban settings should be based on networks that make intensive and
extensive use of the instruments generated by the information and com-
munication revolutions: databases, computers, and mobile phones. The
use of cellular phones for health purposes is especially promising, since
these phones are becoming the communication technology of choice
even in very poor nations (Jordans 2009).

In the field of maternal health, mobile technology should be used
to provide support during pregnancy. These systems can offer general
health and health-care information to pregnant women, provide emer-
gency-care tips and alerts, and supply post-delivery support. These same
systems can also be used to offer information about emerging risks to
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which women are frequently exposed and remind women of the need
for preventive care. Telephone hotlines can be implemented to provide
support to victims of domestic violence and depressed women.

Fourth Pillar: Rights Revolution

To improve women’s health, urban health systems have to make use of
organizational and technical innovations—but they also require a firm
ethical foundation. There is a need not only for ideas but also for ide-
als. More today than ever, the women’s health movement must promote
the ethic of universal rights, so that every girl and woman may have
the same opportunity to achieve her full potential. It is in our ability to
care for each other, in our determination not to leave anybody behind,
in our vision of health as a right-related objective that we may find the
building blocks for a better world.

The rights revolution of the twentieth century plays a key role in this
regard. Rights have become the dominant language of public good
worldwide, and health systems in urban centers in the developing world
have to take advantage of this fact.

The first step in this direction is to endorse the idea of health care
as a human right (Sen 2008). Such rights are, by definition, inherent to
every person. The implications of a rights-based approach are clear: It
is unethical to limit access to health services on the basis of the labor,
ethnic, or legal status of any person. The human nature of the right to
health care also implies that support for this claim can come from any-
where in the world. This opens an enormous field of action for interna-
tional advocacy and global solidarity.

The second step in this direction is to create the necessary consensus
to turn what is sometimes an abstract right into legislation in order to
guarantee the effective exercise of the right to health care.

Finally, other rights related to the health of women also need to be
supported and guaranteed, including reproductive rights, sexual rights,
the right to be free from torture, and the right to a life free of violence
(UNIFEM 2010a).

Overcoming the Obstacles to the Implementation
of a Comprehensive Response to Women’s Health Needs

The implementation of a comprehensive response to women’s health
needs in cities of developing nations based on the four pillars discussed
herein can face diverse obstacles. In this section, some of these poten-
tial obstacles are discussed and examples of ways in which they can be



24 Julio Frenk and Octavio Gémez-Dantés

successfully confronted are presented. Most of these examples stem
from the recent Mexican health-care reform.

Intersectoral action in health is probably as old as modern public
health. As mentioned in the first section of this chapter, the sanitary
and the housing measures adopted in Western European cities in the
nineteenth century yielded enormous health benefits. Despite this fact,
low- and middle-income nations have not been able to develop a consis-
tent tradition of intersectoral policies. Until very recently, most public
health actions focused on common infections and reproductive events,
and were developed within the strict frontiers of the health sector.

The changing nature of emerging health risks, associated with un-
healthy lifestyles, is demanding regular collaborations of the health
system with sectors such as education, finance, water and sanitation,
transportation, and public security, and their international character
is calling for closer relationships with sectors such as trade, foreign af-
fairs, and even defense. Among the factors that can help strengthen the
implementation of intersectoral actions in health are a supportive gov-
ernance structure (legislation and institutions mandating the integra-
tion of public actions and strategies), a capable and accountable health
sector, solid health research institutions, and strong civil society organi-
zations working in the health arena (WHO 2010a).

One of the best examples of successful collaboration to meet health-
related goals affecting women is in the area of tobacco control. To con-
front this major health risk, which is more prevalent in urban than rural
settings, broad collaborations were established between research and
policy institutions at both international and national levels, which even-
tually led to the design and promotion of the WHO Framework Conven-
tion on Tobacco Control. In some developing countries, national health
authorities have been able to develop comprehensive tobacco control
policies, which have included raising tobacco taxes, eliminating adver-
tising and promotion, and creating smoke-free environments, thanks
to the participation in the design and implementation of these policies
of legislators and policymakers of the health and finance ministries, as
well as academic institutions and nongovernmental organizations.

Several intersectoral policy initiatives have also been implemented in
developing countries to address the emerging challenge of overweight
and obesity, which has turned into a major pandemic. In Mexico, the
Ministry of Health has worked closely with the Congress and the Minis-
try of Education to regulate the marketing of unhealthy food and imple-
ment school-based programs to promote healthy nutrition and physical
activity (WcP Observer 2010).

Regarding pandemics, the response to the recent HIN1 influenza
pandemic clearly shows the importance of broad collaboration between
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international and national health authorities at the global level, and
among sectors at the local level. The timely and effective response to
this threat was the result of the existence of global and national pre-
paredness plans, the establishment of international epidemiologic
networks, the enactment of transparent communication strategies, es-
pecially in those places first affected by the flu epidemic, the implemen-
tation of measures to control the dissemination of the disease, and the
timely treatment of affected individuals. This broad response involved
the participation at the local level not only of the health authorities but
also of the ministries of finance, public security, foreign affairs, and de-
fense, as well as the media.

The main obstacles to the expansion of social protection in health
and to the expansion of the types of interventions available to women in
cities of the developing world are the lack of resources and the scarcity
of successful experiences that can be adapted to the conditions of low-
and middle-income countries. The following initiatives demonstrate
that these obstacles can be overcome.

Knowledge is one of the best instruments that urban authorities have
at their disposal to mobilize additional resources for health. In their dis-
cussions with the local congress and the finance authorities, urban au-
thorities can make use of global evidence showing that, in addition to
its intrinsic value, a well-performing health system contributes to the
overall welfare of society by relieving poverty, improving productivity, in-
creasing educational abilities, developing human capital, protecting sav-
ings and assets, stimulating economic growth, and enhancing security.

The recent Mexican health-care reform is an interesting example of
how evidence can be used to mobilize fresh resources and promote an
initiative that is now providing social protection in health to all Mexi-
can citizens, including the 50 million individuals, most of them poor,
who lacked traditional social security (Frenk et al. 2006; Frenk, Gémez-
Dantés, and Knaul 2009). Poor families in Mexico can now enroll in a
new public insurance scheme known as Seguro Popular, which assures
legislated access to a comprehensive package of health services.

Several international initiatives have also been successful in expand-
ing the types of interventions offered by the health sector in cities of the
developing world, especially those interventions addressing the emerg-
ing diseases affecting women in developing countries, such as cancer.
For example, a major breakthrough was the approval of a $50 million
grant from the Bill & Melinda Gates Foundation to create the Alliance
for Cervical Cancer Prevention, whose mission is to work toward the
prevention of cervical cancer in the developing world (Alliance for Cer-
vical Cancer Prevention 2010). Similar efforts are being implemented in
the breast cancer field. In 2002, the Fred Hutchinson Cancer Research
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Center and Susan G. Komen for the Cure created the Breast Health
Global Initiative, which in turn launched the “Guidelines for Interna-
tional Breast Health and Cancer Control” (Breast Health Global Initia-
tive 2008). Recently, Lancet published a call to expand cancer care and
control in countries of low and middle income (Farmer et al. 2010). At
the local level, Colombia and Mexico, in the context of major health
reforms, have demonstrated that universal access to the treatment of
breast cancer is now possible in middle-income countries.

The main obstacle to the use of technological innovations in the de-
livery of health-care services in the developing world is access to these
technologies. However, this is no longer a problem in the case of mobile
phones, which are being increasingly used for health purposes. Accord-
ing to Vital Wave Consulting, there are 2.2 billion mobile phones in the
developing world and by 2012 at least half of all individuals living in
remote areas of the planet will have regular access to this technology
(Vital Wave Consulting 2009).

In Peru, mobile phones are being used to send pregnant women ad-
vice on nutrition and potential problems during pregnancy (Pregnant
women in Peru 2010). In South Africa, SMS (cellular phone text messag-
ing) is used to promote education on AIDS (Project Masiluleke 2009).
In Mexico, a program designed by the Carso Health Institute provides
diabetic women with cell phones to monitor their blood sugar levels and
adjust their drug intake (DiabeDiario 2009). Also drawing on the wide-
spread use of cellular phones, call centers to support victims of sexual
and domestic violence can now be found in urban centers all over the
developing world.

Mobile phones are also being used for public health purposes. In
China, mobile phones were used in an emergency reporting system for
infectious diseases after the Sichuan earthquake (Yang et al. 2009). The
influenza pandemic prompted the design of a mobile phone applica-
tion that contains a questionnaire that helps identify if someone has
the HIN1 virus (The HMS Mobile Swine Flu App 2009). In Peru, alerts
of disease outbreaks are being sent through text messages, voice mail,
and e-mail.

Finally, converting the attention to women’s health needs in urban
centers of developing countries into rights and entitlements is a particu-
larly tough battle, since as the historian Lynn Hunt has written, “human
rights are still easier to endorse than to enforce” (Hunt 2007: 208). How-
ever, several steps are being taken in this direction. There is a global
movement for the recognition of health care as a human right. This
movement is taking advantage of the fact that this right is enshrined in
several binding international treaties and national constitutions (The
Right to Health Care 2008).
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Several initiatives have also been made to monitor the efforts of
national health systems to eventually incorporate the right to health
care into local legislations and turn this right into concrete entitlements
(Backman et al. 2008).

The 1994 Cairo International Conference of Population and Devel-
opment and the 1995 Beijing World Conference on Women greatly
advanced the cause of reproductive rights, which have expanded con-
siderably since then and permeated most of the local legislations in the
developing world.

The movement against domestic violence has also rendered major
achievements in the field of rights. For example, based on the findings
of a national survey that showed a prevalence of domestic abuse of 21.6
percent among female users of health services, the Mexican Congress
recently passed a law that punishes psychological, physical, and patri-
monial violence against women and provides for the immediate arrest
of the presumptive aggressor and the protection of the victim (Secre-
taria de Salud 2009).

Conclusion

The changing context of urban conglomerates in developing countries
offers the opportunity to re-evaluate women’s health needs. The increas-
ing exposure of urban women in low- and middle-income countries to
health risks associated with noncommunicable diseases demands the
design of comprehensive approaches. To confront these novel chal-
lenges, health systems are being forced to design innovative public
health strategies, increase social protection in health, expand the pool
of interventions available in health-care units beyond maternal care,
make use of the tools generated by new information and communica-
tions technologies, and take advantage of the global movement to rec-
ognize health care as a human right. Those local health systems willing
to meet the challenges of the twenty-first century in this comprehensive
way will improve not only the health of urban women, a desirable goal
in itself, but also the well-being and security of their entire populations.

This chapter applies to the field of women’s health some ideas presented in
a previous work by Julio Frenk and Octavio Gémez-Dantés entitled “Urban
Health Services and Health Systems Reform,” in Urban Health: Global Perspec-
tives, ed. D. Vlahov, J. I. Boufford, C. Pearson, and L. Norris. San Francisco, CA:
Jossey-Bass, 2010: 221-36.



Chapter 2

Policy for a Better Future:
A Focus on Girls and Women

Ruth Levine

The world over, sound public policy requires a very specific type of
vision—the vision to see into the future. Public policymakers need to
anticipate how the actions they take today will make the people and
institutions they serve either more vulnerable to both predictable and
unknown future challenges or more resilient to those very same chal-
lenges. This is no easy task, in large measure because the pressures of
the present—political, financial, and otherwise—often prevent atten-
tion to the middle distance and constrain the willingness to invest in
the sorts of policies and programs that bring the greatest future bene-
fits. But when long-term conditions and consequences are considered,
we inevitably come to an understanding of the importance of appropri-
ate, high-impact investments in the lives and livelihoods of the girls and
young women of today.

Thinking about the future brings to mind an insightful metaphor
held by the Aymara Indians of the Andean highlands. The Aymara refer
to the future not as most other cultures do, which is as something in
front of us that we look toward. Instead, they think of the future as
being in back of them, hidden from sight; what they can see before their
eyes is the past. So they have an image of walking backward into the
future. That notion—which we might call 20/20 hindsight—is a fasci-
nating challenge to our own notion that we face the future with a clear
view of what is ahead. If we think more like the Aymara, then we real-
ize how carefully we must walk: taking clues from what we can see based
on past trends, but with the realization that there are vast uncertainties
that we cannot see.

Those who are responsible throughout the world for major decisions
about the laws, regulations, and use of public funds can make the best
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choices for the future by orienting their actions based on four major
trends: changes in the size and age structure of populations (includ-
ing population movement, particularly urbanization); changes in the
type of distribution of health threats; environmental dynamics, espe-
cially climate change; and long-term economic trends. Unlike other
important and headline-grabbing influences on national and global
prospects, such as elections and the eruption of conflict, these four
trends have remarkably predictable features, in some cases for decades
into the future. Through them, we can look out twenty or even thirty
years and have a good sense of how different the world will look. We
can see the type of world for which the young people of today must be
prepared.

At the same time, there are limits to inevitability. Within each of
these trends we can identify a set of changes that are certain to occur,
and then a range of scenarios that reflect uncertainty. So, for example,
although we know that the average global temperature is rising, we are
unsure about the pace and magnitude—variables that are a function, in
part, of today’s actions to control greenhouse gas emissions. Although
we can play out demographic scenarios, social changes such as age at
marriage and desired family size over the next decade influence the
long-term prospects. In many cases, the potential variation and uncer-
tainty hold clues to near-term policy actions that can influence what sce-
nario plays out in reality.

In this chapter, I highlight what these large-scale trends tell us about
what the world is likely to look like ten to fifty years hence. And I identify
some of the ways in which a recognition of these trends should inform
public policy, particularly with respect to policies that affect adolescent
girls and women.

The Size and Structure of Populations

Let’s look at the first trend, demographic change. Over the past forty
years, almost all of the major developing regions of the world have wit-
nessed a dramatic fall in the number of children born to each woman,
along with significant improvements in life expectancy with the re-
duction of preventable childhood mortality, improved living condi-
tions, and improvements in health among older adults. Those shifts,
of course, came later to the developing countries than similar declines
in fertility and mortality in the countries that now have relatively high
average incomes. Given the population momentum—the echoes of
high-fertility periods through subsequent cohorts—we can predict with
confidence that between 2005 and 2030, most of the world’s population
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growth will occur in the less-developed countries in Africa, Asia, and
Latin America. Whereas Asia’s share of the world’s population will be
at about 60 percent through 2050, Europe’s share will shrink as a per-
centage of global population and Africa’s will increase in relative terms
(UNPD 2008).

An important transition in the age structure also will take place.
Worldwide we currently have the largest cohort of adolescents, a real
youth bulge of 12- to 24-year-olds estimated at 1.5 billion, representing
a profound social challenge and perhaps opportunity.

Over the next decades, the average age of the population will rise,
and we will see an increasingly dramatic divergence in average age be-
tween the countries that are now high income and those that are low
and middle income. By about 2020, the average age will be right around
40 years in the developed world and about 20 years in least-developed
countries (UNPD 2008).

Our shared demographic future has many implications for the world
our children will inherit, and what their preparation should be. In par-
ticular, in most regions of the world, there has been—and will con-
tinue to be—a reorientation in women’s roles from being primarily
associated with reproduction to being increasingly associated with eco-
nomic productivity. This implies the need for schooling that yields
skills valued in the marketplace, as well as attention to the legal pro-
tections for women’s income and assets. Moreover, it is likely (and has
already been observed) that countries facing a rapidly aging popula-
tion and their attendant health and other personal service needs will
turn to the relatively young populations in the developing world for a
major share of the workforce. Over time, immigration policies—par-
ticularly those that bring in service workers but do not provide a full
share of citizen’s rights—are likely to expand. Women’s opportunities
to migrate from poor to wealthy countries for jobs in the service sec-
tor will increase, as will the need for policymakers to ensure that laws
are in place to assure them a full measure of human rights and employ-
ment protections.

Movement to Cities

If the change in raw population numbers and structure are relatively
easy to predict based on the past, so is the future of cities—or at least
that the future is cities. More than half the population in developing
countries now live in urban areas. These are not only the so-called
megacities, but also and importantly the secondary and tertiary cities.
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By 2030, an estimated 5 billion people will live in cities, eight out of ten
of them in developing countries (UNFPA 2007).

The rapid expansion of cities has tended to occur in an uncontrolled
way, without attention to urban planning or sufficient investments in
the water, electrical, or other infrastructure needed to support rapid
population growth. Thus, we have seen the establishment of informal
settlements on the outskirts of cities that are characterized by very poor
shelter, limited public lighting, open sewage and trash heaps, very lim-
ited access to clean water, and high levels of crime and insecurity (Mont-
gomery 2009).

With respect to the potential and the problems of urbanization, pol-
icies in low-income countries, as well as the interventions by interna-
tional donors such as bilateral and multilateral agencies, have tended
to be uninspired. For the most part, donor attention has focused not
on cities but on rural areas, tending to promote economic opportuni-
ties and social service delivery in rural areas. This is in part because
the conditions are systematically worse in rural areas than in cities and
in part because of the motivation to reduce the pace of rural-to-urban
migration.

Policymakers at the national and international level have difficulty
confronting city problems, and the municipal governments and politi-
cians upon whom the burden falls have in general not been equal to the
task. In many cases, the informal settlements are outside of the legal
jurisdictions of municipal authorities, and the poor residents have little
political sway. In addition, it is not unusual for heads of state to be polit-
ical opponents with the mayors of their country’s largest cities, which
may result in unfavorable budget outcomes for cities.

History has demonstrated that little can be done to stem human
movement to cities. People are pulled to cities by the promise of job and
school opportunities, as well as family and cultural factors. Virtually
regardless of how harsh the conditions are, the attraction of cities per-
sists. The policy challenge, then, is not how to restrict internal migra-
tion, but rather how to ensure that the public sector is able to manage
the inflow as well as the natural growth of urban populations. A further
challenge is to consider how to take advantage of the dynamic of urban-
ization to make for a more livable world in the future.

With regard to adolescent girls and women in urban areas, the key
challenges largely have to do with security and health. In many devel-
oping countries, young girls migrate alone or with their families to
urban settings where they are exposed to sexual violence as well as
environmental risks, and where the social networks that might pro-
tect them from harm are more fragile (Temin and Levine 2009). They
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may be drawn into unregulated, invisible, and often unsafe domes-
tic work, which in some settings is sheer servitude, or into the infor-
mal sector of small-scale shops and home-based assembly and other
manufacturing.

Epidemiologic Change

A clear trend, and one that is likely to intensify, is the increase in the
prevalence of chronic disease in developing countries. This is a dra-
matic phenomenon resulting from both our success in reducing the toll
of infectious disease and the adoption of unhealthful behaviors.

The figures are startling. Already heart and respiratory disease affect-
ing adults top the causes of death in the developing world, and by 2030
chronic diseases such as diabetes, cancer, and chronic obstructive pul-
monary disease (chronic bronchitis and emphysema) are predicted to
be far more significant causes of mortality than diarrhea, malaria, and
tuberculosis in most low-income countries. Between 1990 and 2020, we
anticipate a 120 to 140 percent increase in developing countries in mor-
tality due to cardiovascular disease. Diabetes already extracts a high
toll—in Tanzania, more than 10 percent of those 35 years and older in
urban areas have this disease. Globally, an estimated 171 million people
were affected by diabetes in 2000; by 2030, that figure is anticipated to
grow to 366 million, with 86 percent in developing countries (Wild et
al. 2004).

The near- and long-term consequences of the rise in chronic diseases
are profound, at both family and social levels. In India, a very large
share of family income may be devoted to health care when a family
member is affected by diabetes (Ramachandran et al. 2007), and the
same is likely true in many other developing countries. In many coun-
tries where studies have been conducted, close to one fifth of public
spending on health is used for caring for people with diabetes (Adeyi,
Smith, and Robles 2007).

Public policymakers are facing the need to both prevent and manage
the challenge of chronic disease, which in many countries represents a
more significant problem than the infectious diseases that international
donors tend to see as their focus. Preventive strategies are numerous,
ranging from ensuring that urban infrastructure permits and even en-
courages physical activity, to instituting taxes to limit the consumption
of tobacco products, to exploring the use of polypills for population-
level prevention of cardiovascular disease. There is, on the prevention
agenda, a particular role for attention to adolescent girls, because it is
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during adolescence that many of the dietary and other “lifestyle” hab-
its are established.

Climate Change

A fourth trend that shapes our collective future is environmental change
of many sorts, and particularly climate change. With climate change, as
we have seen, come changes in agricultural production, with the most
negative consequences likely to affect many of the poorest regions; ex-
treme weather and sea level rise, which particularly threaten countries
with fragile infrastructures and island nations; and shifts in the geo-
graphic reach of infectious diseases, particularly insect- and animal-
borne diseases.

Policies that foster adaptation to the likely environmental changes
include major infrastructure investments to protect vulnerable pop-
ulations. However, recent research has shed light on the potential for
classic development interventions, and particularly investments in the
education of girls, to both increase the resilience of societies to pre-
dictable environmental challenges and to mitigate the environmental
changes themselves (Blankespoor et al. 2010).

Economic Shifts

While our shared economic future is less predictable than changes in
population size, structure, and distribution, or environmental dynam-
ics, we can draw upon clues from the recent past to make educated
guesses about the global economy in the future.

We are likely to continue to see fast and potentially dramatic eco-
nomic growth in Asia, particularly in the South Asian giant India, and in
China. In high-income countries, economic growth rates are expected
to be at about 2 percent over the foreseeable future; in low-income coun-
tries, we can expect up to 7 percent growth on average. By 2050 the
total gross domestic product of China is predicted to surpass that of the
United States, although the per capita income will remain much lower.

To some extent, the growth in large developing countries will con-
tinue to be export driven, responding to the demand for goods and
services from high-income countries, particularly the United States.
However, increasingly, the economic growth in large low- and middle-
income countries will be driven by expansion of the domestic economy.

Several implications link directly to the prospects for girls and
women. First, with increased aggregate income come new and increas-
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ing opportunities for public investments in infrastructure, research and
development, and the social sectors, including health and education.
The tendency is for decisions about those investments to be made in
response to demands from powerful constituents and/or to be seen as
“gender neutral.” However, progressive public policymakers, realizing
the disproportionate benefits that come with investments in the well-
being of girls and women, will take advantage of the opportunity to
increase infrastructure investments that reduce the time burden of
women, who tend to be responsible for many domestic tasks, including
obtaining water for family use. Second, the expansion of economic op-
portunities demands that women are seen as economic actors and that
investments are made in the education options that will adequately pre-
pare women to participate in a global labor market.

The Millennium Development Babies

This summary of major trends that are shaping the future of both devel-
oping and developed worlds—demographic (including urbanization),
epidemiologic, environmental, and economic—is intended to motivate
us to ask some basic questions: Are we ready for these changes, and are
we adequately preparing our children? Is the public policy of today cre-
ating societies that will be more resilient to the challenges ahead? Are
we making the most of the actions we are taking today—the level and
type of investments in education, immigration, security, or other poli-
cies—to orient the “megatrends” toward the brightest possible future?

The trends shape what we will see over the next forty years, through
2050. This is, in fact, the productive adult period of the Millennium
Development babies—those who were entering the world around the
year 2000, when more than 190 leaders were signing the Millennium
Development Goals. Those children are 10 years old today, at the very
beginning of their adolescence.

Motivating the type of large-scale and consistent priority that pub-
lic policymakers in developing countries, as well as their development
partners, should give to the needs of girls and women requires looking
at the demographic, economic, and other trends that are shaping our
future and seeing both the gender-specific implications of those trends
and how the decisions we make today can help to ensure that the future
is as bright as possible.

This chapter was prepared while the author was employed by the Center for
Global Development in Washington, D.C. The views expressed do not neces-
sarily represent those of the U.S. Agency for International Development or the
U.S. government.



Chapter 3

Girls’ Health and Educational Needs
in Urban Environments

Varina Tjon-A-Ten, Brad Kerner, Shweta Shukla, and Anne Hochwalt

The majority of the world‘s population now live in urban areas. More
than one-third (37 percent) of the urban population in developing
regions live in slum conditions and struggle with the associated prob-
lems of inadequate public services, inadequate social infrastructure,
and a lack of education (United Nations 2006, 2008c). According to a
United Nations survey, children’s attendance at primary school is higher
in urban areas than in rural areas (84 percent attendance vs. 75 per-
cent attendance), yet children from the poorest households, regard-
less of where they live, have the lowest attendance (65 percent) (United
Nations 2008c). Additionally, girls account for 55 percent of the out-
of-school population (United Nations 2008c). Worldwide, for every 100
boys out of school there are 122 girls out of school (World Bank 2009).
In developing countries, one out of five girls does not complete sixth
grade and only 43 percent of secondary-school-age girls are in school
(UNICEF 2007). These numbers prevail despite important accomplish-
ments of the United Nations Millennium Development Goals focusing
on universal primary education (Goal 2) and gender equality (Goal 3).

The importance of ensuring that girls not only enter school, but stay
enrolled when they reach puberty is an enduring issue, having been of
concern in many societies for more than a century. The novelist Jane
Austen wrote: “Give a girl an education and introduce her properly into
the world, and ten to one but she has the means of settling well, with-
out further expense to anybody” (Austen 1814). A decade ago, former
United Nations Secretary Kofi Annan called out: “The first step is for
societies to recognize that educating girls is not an option; it is a neces-
sity” (Annan 2000).
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Improving school attendance for girls can be life changing, especially
in developing countries. Educated girls have a positive impact on gen-
der equity, child and maternal health, reduction of birth and mortal-
ity rates, and reduction of poverty (Tembon and Fort 2008; Winter and
Macina 1999). Keeping girls in school not only enhances their families’
lives and well-being but also contributes to national economic growth
(Dollar and Gatti 1999; King and Mason 2001). For example, when a girl
in the developing world receives seven or more years of education, she
marries four years later, has fewer children, and sees child and mater-
nal mortality decline (Summers 1994). In Africa, children of mothers
who receive five years of primary education are 40 percent more likely
to live beyond age 5 (Summers 1994). Furthermore, an extra year of pri-
mary school can increase a girl’s eventual earnings by 10 to 20 percent,
and an extra year of secondary school can increase wages by as much
as 15 to 25 percent (Psacharopoulos and Patrinos 2002). Finally, when
women and girls earn income, they reinvest 90 percent of it in their fam-
ilies, compared with only 30 to 40 percent for men (U.S. Department of
State 2010).

Yet it is not just families that benefit from improved female education;
nations also experience economic gains. A recent World Bank study of
100 countries revealed that every 1 percent increase in the proportion
of women with secondary education boosted a country’s annual per cap-
ita income growth rate by 0.3 percentage points (PLAN 2008). It also
showed the staggering costs of failing to educate girls to the same stan-
dard as boys. Sixty-five low-income, middle-income, and transition coun-
tries that did not offer girls the same secondary school opportunities as
boys missed out on an annual economic growth of an estimated $92 bil-
lion (PLAN 2008). Countries in South and West Asia and sub-Saharan
Africa have the worst record on educating girls to the secondary level,
costing the sub-Saharan region alone more than $5.2 billion a year due
to gender disparity in schools (Dollar and Gatti 1999; PLAN 2008).

Barriers to Girls’ School Attendance

Many factors interrupt girls’ school attendance and participation. For
example, in western and central Africa, drought, food shortages, child
labor, HIV/AIDS, and poverty contribute to low school enrollment and
high dropout rates that prove to be particularly devastating for girls
(United Nations 2008c). In many countries, the lack of birth registration
and the lack of control to enforce compliance make providing and en-
forcing compulsory education (where it exists) very difficult (Melchiorre
2004). Cultural biases, traditions that support educating only boys and
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keeping girls at home to work, fear of sexual harassment or abuse by
teachers or other students, and fear of impregnation are additional fac-
tors interrupting girls’ school attendance (United Nations 2008c; Kirk
and Sommer 2006; Lawson 2008; Sommer 2009b).

Although not definitively proven, many health and education special-
ists believe that the onset of menstruation affects a girl’s attendance
or participation in school (FAWE Uganda 2004; Gathoni 2009; GWE-
PRA 2001; UNICEF 2005; Stromquist 2007; IRIN 2010b; Kirk and Som-
mer 2006; Sommer 2009a; Kariuki 2003; Mati 2003; DeJaeghere 2004).
In developing countries, there are often no major differences in atten-
dance at the preschool or early primary school levels between boys and
girls. Butin the higher primary grades and secondary school, the num-
ber of girls in school declines almost by half (Herz et al. 1991). Reasons
cited as contributing to the dropout and absenteeism rates include the
absence of adequate safe, clean, and private latrines and clean water
supplies, inadequate access to sanitary products, and girls’ ignorance of
practical information on managing menses.!

The onset of menstruation points to an important issue that may
lie with women. Women prefer not to talk about menstruation, and if
they do, they do not address the issue directly, choosing to use nonspe-
cific expressions (“not feeling well” or have “stomach cramps”) or eu-
phemisms (“red flags hanging” or “monthly celebrations”) (Tjon-A-Ten
2009). It is critical that women start an open dialogue—with women
and men—about all aspects of female sexual and reproductive health,
including menstruation and menstrual hygiene. Support must be given
to men and women in developing countries who want an upfront ap-
proach to talk about sexuality within the framework of education with-
out losing track of deeply embedded and persistent cultural traditions
and customs.

What happens when the priorities and needs of girls are driving
forces, for example, in school design and school infrastructure? What
happens when girls are given accurate information about puberty and
menstruation? What happens when girls are provided with sanitary
pads, and as a result do not feel embarrassed or anxious about stain-
ing their clothes with blood and being teased by boys? There is con-
clusive evidence that girls’ attendance in school is increased through
improved sanitation (Bharadwaj and Patkar 2004). A recently published
Oxford study (Bradshaw 2010) shows that free sanitary pad distribution
to girls has a positive impact on school attendance. Further research
and programs suggest that simple, carefully crafted solutions to support
girls’ menstrual health needs may have positive results, while the work
of nongovernmental (e.g., Save the Children in Ethiopia) and govern-
mental (e.g., Rajasthan [India] Ministry of Health) partnerships with
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private companies (e.g., Procter & Gamble) may have broad reapplica-
tion to girls living in cities and provide some answers to these questions.
The remainder of this chapter reviews examples of these initiatives and
draws lessons from the experiences.

Addressing Menstruation and Education:
The Girls’ Puberty Book Project in Tanzania

An in-depth research study on girls’ experiences of menstruation and
education conducted in 2006—-2007 in rural and urban northern Tan-
zania determined that poor sexual and reproductive health education,
coupled with the onset of menstruation and puberty, was interrupting
girls’ school participation. The research included observation, in-depth
interviewing, review of curriculum and relevant policy documents, and,
most important, conducting participatory activities with adolescent
girls. This research method used in rural (Rombo District) and urban
(Moshi) Tanzania with 120 girls not only led to a greater understanding
of the needs of young girls but sparked the idea for the development of
a “girls’ puberty book,” which was subsequently written by the research-
ers (and Tanzanian girls) in partnership with local collaborators (Som-
mer 2009b).

In Tanzania, much secrecy surrounds the topic of menstruation. Tra-
ditionally the paternal aunties, the grandmothers, and the older women
convey puberty guidance to girls. However, as families become sepa-
rated due to urban migration and the impact of HIV/AIDS, there is less
extended family guidance being passed along to girls. And, just as par-
ents in the United States may be uncomfortable talking about menstru-
ation, parents in Tanzania often refrain from talking about this issue
with their daughters. Therefore, in exploring this sensitive topic, the re-
searchers found that capturing girls’ voices and recommendations was
fundamental to knowing how to solve the challenges they were facing.?

A primary focus of the fieldwork was three participatory activities
conducted with groups of girls. The first asked girls to write “menstrual
stories” in Swahili. Writing anonymously, they each submitted a page
about the first time they experienced their menstrual periods, describ-
ing how they felt, how they managed their first menstrual flows, and
whom they talked to or sought advice from (if they talked to anyone).
Girls were also asked to include their advice for younger girls who had
yet to experience their first menstrual periods. More than 100 girls
wrote their stories, and most reported that they had talked to no one
at the onset of menstruation. In a second activity, girls submitted their
(anonymous) puberty questions for which they had no source of infor-
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mation. In a third activity, groups of girls designed a puberty curricu-
lum to be passed along to the Ministry of Education. When analyzed,
the three activities revealed the gap between what girls felt they knew
and the guidance they wished to receive.

Based on this information, the research team concluded that a prior
idea—developing a colorful and informative “girls’ puberty book,”
including girls’ own stories, to inform and empower girls and to help
parents and teachers open a dialogue about puberty topics—would be
a useful remedy to address this gap in girls’ knowledge about puberty
and menstrual management. They envisioned a book that would be dis-
tributed at no cost across Tanzania through various nongovernmental
organizations (NGOs) working with prepubescent girls. The Nike Foun-
dation provided support through a seed grant to develop and publish
an initial 16,000 copies of the book and to pilot an effort to build sup-
port and identify sources to further sustain the book’s publication in
Tanzania.

The research team believed that this approach would overcome at
least two difficulties in the girls’ educational environment. First, teach-
ers in many schools are predominantly male and for gender and cul-
tural reasons are not an appropriate source of support for pubescent
girls with menstrual-related questions. Second, teachers in most schools
are overloaded with a full curriculum and do not have adequate ref-
erence materials for teaching girls about menstrual onset. For both
reasons, developing a book that was not dependent on schoolteacher
interaction for girls’ knowledge and empowerment seemed critical.

The thirty-four-page book with colorful illustrations, pictured in Fig-
ure 3.1, written at a 10- to 14-year-old reading level, has three sections.
The first section contains very basic puberty guidance—it intentionally
does not address issues of safe sex, HIV, or family planning—and was
adapted from a puberty curriculum that the government of Tanzania
was already developing for use in schools. The second section repro-
duces five menstrual stories culled from the research. The third sec-
tion outlines a number of educational activities related to menstrual
management and associated puberty changes. They include a true/
false section to counter some of the myths about menstruation, a ques-
tion-and-answer section based on the anonymous puberty questions
girls submitted, and a menstrual calendar to teach girls how to track
their periods.

The book aims to reach girls at a window of opportunity in early
adolescence, before other pressures, such as sexual relations, confront
them. It targets the changes of early puberty rather than taking on top-
ics such as practicing safe sex. During preparation of the book, the
authors asked parents, teachers, and other adults to review the manu-
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Figure 3.1. The cover of Vipindi vya Maisha (Growth and Changes). (Photo
courtesy of Marni Sommer.)
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script, and the book was field tested with 11- and 12-year-old girls (the
middle of the target age group).

With an initial print run of 16,000, the book (called Vipindi vya Mai-
sha, or Growth and Changes) was distributed through numerous NGOs,
including Family Health International, the International Youth Founda-
tion, and Care International (Figure 3.2). To broaden support for the
book, the authors presented a copy to the permanent secretary of the
Ministry of Education, who loved it and sent it to the Ministry of Educa-
tion’s curriculum committee for review and incorporation into primary
school curriculum. The committee gave the book conditional approval
in November 2009, with final approval received in August 2010. The
local United Nations units, UNFPA (the United Nations Population
Fund) and UNICEF (the United Nations Children’s Fund), also sup-
ported it, financing the publication and dissemination of more than
100,000 copies. In August 2010, Vodacom, a large mobile phone com-
pany, decided to fund an additional 50,000 to 100,000 copies of the book.

Three things are critical to repeating this book’s success in other
countries: First, such a book must be socially and culturally appropri-
ate to the context in which it will be distributed. Second, participatory

Figure 3.2. Tanzanian school girls reading the Vipindi vya Maisha puberty
education book in class. (Photo courtesy of Marni Sommer.)
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research activities are essential to gathering the material for the book.
Third, having the approval of parents and adults and reviews of young
girls who will use the book is critical. Distributing 100,000 copies of
such a book across a country is achievable only when the book is devel-
oped from within and for the society in which it will be distributed.

The Effect of Menstruation on Girls’ School Experience:
Save the Children’s Program in Ethiopia

Save the Children is a leading independent organization for children
in need, with programs in 120 countries, including the United States. It
aims to inspire breakthroughs in the way the world treats children and
to achieve immediate and lasting change in children’s lives by improv-
ing their health, education, and economic opportunities (Save the Chil-
dren 2009b).

Save the Children has an active Adolescent Sexual and Reproductive
Health (ASRH) program that focuses on creating access to reproduc-
tive health information and services, working with parents to commu-
nicate better with their teen children, training health providers to meet
the needs of young people, involving youth in improving the services
offered at the health facilities, and involving young people in peer-to-
peer outreach on HIV prevention. Save the Children places a special
emphasis on reaching younger adolescents, promoting comprehensive
sexuality education—which includes a focus on puberty and body liter-
acy—while connecting these youth with caring adults.

As in Tanzania, a considerable number of girls in Ethiopia navigate
puberty without proper information about the physical changes they
can expect, without support from family members, without schools that
have a “girl-friendly” water and sanitation infrastructure, and without
information on feminine hygiene products. Ethiopian adolescents have
limited access to sexual and reproductive sexual health information
and services, and the sociocultural context perpetuates an environment
in which these issues remain taboo to discuss with parents (Save the
Children 2009a). Within this context, Save the Children has been work-
ing in Ethiopia since 1998 to improve adolescents’ sexual and repro-
ductive health with comprehensive, multifaceted programs that work
from an ecological model, reaching adolescents as well as their parents,
teachers, and communities.

Ethiopia has a population of 85 million (Central Intelligence Agency,
World Factbook 2010), of which 29 million are young people (ages 10 to
24) (Population Reference Bureau 2008), with 17 percent of the popu-
lation living in cities (Central Intelligence Agency, World Factbook 2010).
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Boys in Ethiopia complete an average of eight years of their primary
and tertiary education, while girls complete only an average of seven
years (Central Intelligence Agency, World Factbook 2007). As a develop-
ing country, Ethiopia is faced with reproductive health challenges par-
ticularly among younger adolescents and out-of-school youth, including
early marriage and sexual debut coupled with limited access to high-
quality, youth-friendly reproductive health information and services.

Due to teachers’ hesitancy, in-school youth in Ethiopia do not
receive practical sexuality education, and very young adolescents (10
to 14 years old) are completely overlooked. Moreover, girls in Ethiopia
live with many challenges, including gender inequity, early marriage,
early and unwanted pregnancy, unsafe abortion, and sexual abuse.
Although many strides have been made in the past decade by the gov-
ernment of Ethiopia with the creation of a National Adolescent and
Youth Reproductive Health Strategy, it has taken time for these policies
to be realized and implemented at the community and health-facility
level (Ethiopian Ministry of Health 2007). Many donors, international
NGOs, and local community-based organizations have been concerned
with adolescent sexual and reproductive health and have been filling
the service-provision gap for adolescents.

More recently, Save the Children began to pay particular attention to
the needs of girls in their early adolescence who were making the criti-
cal transition from primary to junior secondary school, because of the
declining school attendance and high dropout rate of girls during this
transition. Save the Children had programs to improve the quality of
education within primary schools, but it had not looked at sexual and
reproductive health factors, such as puberty and menstruation among
girls, and how they could be contributing factors to girls’ educational
attainment.

Before designing the ASRH program, Save the Children conducted
qualitative research with forty-nine girls, forty-seven parents, and fifty-
two teachers to obtain nuanced and in-depth information that would
help in the design and implement a context-specific, culturally appro-
priate program that addressed the impact of puberty on girls’ educa-
tional experiences. The findings from this research, summarized in
the following list, cannot be generalized to all girls in Ethiopia but do
represent the experiences of girls within the program areas who later
helped in the design of the program.

* Information on reproductive health—particularly on puberty,
feminine hygiene, and menstruation—is very limited. Few girls
reported receiving some information on reproductive health and
puberty from science and biology classes.
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Girls learned about feminine hygiene from peers and sometimes
from elder sisters and mothers. Many experienced their first pe-
riod on their own without prior information about the onset and
nature of menstruation.

* Many girls were surprised or panicked by their first menstruation.
» Some girls described not wanting to go to school when menstru-
ating because they felt they could not fully participate in school
activities.

Girls, teachers, and parents all agreed that girls’ menstruation
and related issues have an effect on school performance and at-
tendance.

Most of the girls use cotton or cloth from old dresses as sanitary
protection materials and complain about their lack of comfort
and inadequate protection quality. Only a few described having
used sanitary pads.

Most girls, particularly those in rural areas, had never seen sani-
tary pads, although most had heard about them. Almost all girls
were enthusiastic about learning about these alternative men-
strual blood management products.

* While participants said they looked forward to the opportunity
to use sanitary pads, they also expressed concern about sustained
usage due to cost.

Girls stated that school latrines have limited privacy and poor hy-
gienic conditions. Teachers and girls also confirmed that there
are no hand-washing facilities at the schools.

Based on these results, Save the Children developed a four-part pro-
gram. First, it created community dialogues and community spaces where
mothers, teachers, community leaders, and girls could come together to
talk about puberty and menstruation and begin breaking down taboos
that prevented discussion of these issues. These important dialogues
helped create communities that truly cared for adolescent girls and helped
parents recognize the importance of talking about subjects their par-
ents never addressed with them. The conversations helped families and
teachers begin to understand the challenges that adolescent girls face in
school when they are menstruating, and together the families and teach-
ers are finding ways to make communities and schools more girl friendly.

Second, Save the Children developed a school-based sexuality edu-
cation program to teach adolescent girls about puberty, menstruation,
and menstrual hygiene. They linked this effort to a larger curriculum
for very young adolescents in which girls also learned about the risks of
early marriage and preventing pregnancy, coupled with other life skill-
building exercises, to help them negotiate a healthy adolescence. Save
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the Children trained teachers and girls’ peer leaders to roll out this life-
skills curriculum as extracurricular learning opportunities.

Third, Save the Children collaborated with communities to improve
the water and sanitation infrastructure within schools. Save the Chil-
dren feels, as a basic human right for children, that every school should
have a safe and clean bathroom. For girls, this becomes a profound
need when managing their menses. Unfortunately, too many schools
in Ethiopia have no bathrooms, or pit latrines. Girls describe such an
environment as being unsafe and undignified, and one that inhibits
learning. When working in a school that has no latrines, Save the Chil-
dren consults with girls on what a girl-friendly latrine would look like
and uses this information to craft plans and involve communities in the
building of new latrines. The new latrines built for girls are separate
from boys’ latrines and have doors that lock from the inside as well as a
place to dispose of menstrual hygiene materials.

Fourth, Save the Children exposed girls to all the menstrual hygiene
products available to them—both traditional and commercial prod-
ucts. Girls in the program have been provided with a three-month sup-
ply of sanitary napkins to help them understand that alternative, more
absorptive methods exist and to encourage them to expose their sis-
ters and mothers to these same products. By understanding what prod-
ucts are available and seeing how they work, girls may help their parents
understand the impact these products will have on girls’ learning expe-
riences. This exposure also provides girls with negotiation power within
their families, influencing parents to prioritize monthly funds for the
purchase of sanitary napkins, thus helping the girls attend school with-
out fear of menstrual leaks and boys’ ridicule.

As the program got off the ground, Save the Children undertook a
KAP—Knowledge, Attitude, and Practices—survey involving nearly 800
girls from Addis Ababa, Limu, Agaro, Dendi, and Ginchi districts to as-
sess the level of girls’ knowledge of their menstrual cycle and their atti-
tudes about going to school during their menses, and to ascertain how
much school they missed due to menstruation-related issues (Table 3.1).
Save the Children disaggregated the results by residential location to un-
derstand the unique challenges faced by urban and rural subpopulations.
Overall, the data suggest that the Ethiopian girls in urban schools were
generally more knowledgeable about and less affected by the onset and
management of their periods than their rural counterparts. Nonetheless,
the data showed major areas for improvement among both communities.

In terms of knowledge indicators, more urban girls than rural girls
rated themselves as having very good or excellent knowledge about their
menstrual cycle (27 percent for urban girls and 18 percent for rural girls),
but both groups had low levels. Further, when the survey delved into spe-
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Table 3.1. Save the Children’s Knowledge, Attitude, and Practices (KAP) Survey Results

Rural Urban
Girls Girls

Knowledge
I have knowledge of my menstrual cycle. 18% 27%

(Percentage of girls who answered “very good” or “excellent”
on a 5-point scale of poor, fair, good, very good, or excellent)

I have knowledge of the biological and physiological
changes that occur during puberty. 26% 26%

(Percentage of girls responding “false” on a true-false scale)

I have knowledge of the fertile period during the
menstrual cycle. 6% 6%

(Percentage of girls responding “in the middle of my cycle”
from a selection that included during, right after, in the middle,
just before, or throughout my period, or others, or don’t know)

1 know where to find materials to manage menstruation. 50% 62%
(Percentage of girls responding “true” on a true-false scale)

Attitudes

I prefer to stay home and not go out during menstruation. 49% 33%

(Percentage of girls who answered “strongly agree” or “agree”
on a 5-point scale of strongly agree, agree, neither agree nor
disagree, disagree, or strongly disagree)

1 feel I cannot go to school when menstruating. 61% 34%
(Percentage of girls who answered “strongly agree” or “agree”

on a 5-point scale of strongly agree, agree, neither agree nor

disagree, disagree, or strongly disagree)

1 feel less confident during my period. 56% 32%
(Percentage of girls who answered “strongly agree” or “agree”

on a 5-point scale of strongly agree, agree, neither agree nor

disagree, disagree, or strongly disagree)

I am afraid of my next period. 44% 24%
(Percentage of girls who answered “strongly agree” or “agree”

on a 5-point scale of strongly agree, agree, neither agree nor

disagree, disagree, or strongly disagree)

I missed 1 or more days of school in the last 3 months

because of problems related to menstruation. 45% 10%

(Percentage of girls responding 1-3 days up to more than
5 weeks on a scale that also included none and don’t know)

Source: Save the Children’s Protecting Futures program in Ethiopia, funded by Procter
& Gamble. Data from the baseline report from January 5, 2009 (with data collected in
October 2008), prepared by Brad Kerner, Adolescent Reproductive Health Sr. Special-
ist, Save the Children Federation, Inc., April 2010.
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cifics around girls’ knowledge of the signs of puberty and the fertile pe-
riod of the month, there was no difference between urban and rural
girls. Only 26 percent of all respondents (urban and rural) were famil-
iar with the signs of puberty, and only 6 percent actually knew the time
of the month when they were most fertile. These findings are not surpris-
ing, and it is clear why all girls had low actual knowledge levels of puberty,
menstruation, and fertility: Although urban girls have more exposure
to media and information sources about puberty—which may lead this
group to believe they have good knowledge of their menstrual cycles and
changes during puberty—education and intergenerational dialogue on
this topic are lacking. School curricula do not include these topics, teach-
ers are inexperienced in puberty education, and only small numbers of
parents talk to their girls about these issues due to cultural taboos.

The research also revealed parental misinformation and lack of inter-
generational communication about puberty and menstruation. One
mother said: “One day my daughter came from school and she was
bleeding. I lost my temper, and I repeatedly asked her what she commit-
ted in the school. I suspected she had sex. So I punished her. My neigh-
bor, a teacher, told me this is her first menstruation. I didn’t want to
hear her. I know when a young girl bleeds, it is what we have all passed
through [i.e., sexual activity].”

When the girls were asked if they knew where to find products within
their communities to manage menstrual blood, the percentage of
urban girls who knew where to locate products was higher than the per-
centage of rural girls (62 percent of urban girls vs. 51 percent of rural
girls). This, as well, is not surprising, since urban girls pass pharmacies
and shops on their way home from school.

To examine attitudinal data, the survey asked girls if they preferred
to stay home and not go out during their period. Among urban girls,
33 percent reported they preferred to stay home, whereas 49 percent
of rural girls preferred to stay at home during their period. Girls were
also asked if they felt less confident during their period. Fewer urban
girls than rural girls reported feeling less self-confident (32 percent vs.
56 percent)—and the number of urban girls stating they were afraid for
when their next period would arrive was also much lower than the num-
ber for rural girls (24 percent vs. 44 percent).

Clearly, rural girls have lower self-confidence, are much more likely
to stay home from school when menstruating, and fear having peri-
ods. The girls’ survey responses indicate the likely explanation for this:
When asked why they miss school during their periods, rural girls (73
percent) and urban girls (45 percent) stated they missed school due to
fear of being ridiculed, mostly by boys, if they soiled their clothes (Fig-
ure 3.3). The research also indicates why girls fear being harassed by
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boys. One 14-year-old girl shared that boys draw red crosses on the girls’
notebooks when they believe certain girls are menstruating, saying “red
terror” has arrived.

To examine girls’ school absenteeism while menstruating, the sur-
vey asked if the girls missed school during the last three months due to
menstruation or issues related to menstruation. There was a huge dif-
ference between urban and rural girls—only 10 percent of the urban
girls missed one or more days of school, compared with 45 percent of
rural girls. Further, the data showed that while no urban girls missed
more than four days in the last three months for this reason, 14 percent
of rural girls did so.

Many lessons learned during the program have helped shape future
iterations of girl-focused programming. The following are some of the
key lessons from the initial Ethiopian program.

1. Utilize a whole-school approach: Instead of focusing only on the
key grades when girls start to drop out, a whole-school approach
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Figure 3.3. Reported reasons girls miss school. In a recent survey conducted
by Save the Children, girls were asked if they knew the reasons why most girls
miss classes during their menstruation. The top three reasons cited by both
urban and rural girls included (a) fear of being ridiculed if they had their
dresses soiled by blood; (b) a general feeling of sickness; and (c) the lack of
sanitary materials.

Source: Save the Children’s Protecting Futures program in Ethiopia, funded by Procter
& Gamble. Data from the baseline report from January 5, 2009 (with data collected in
October 2008), prepared by Brad Kerner, Adolescent Reproductive Health Sr. Special-
ist, Save the Children Federation, Inc., April 2010.
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is needed that targets all girls with age-appropriate sexual and
reproductive health information, as well as all teachers—espe-
cially male teachers—so they can all be more sensitive to girls’
menstrual management needs in school.

2. Improve hygiene: Start with products girls are currently using
and teach them how to improve their hygiene practices.

3. Introduce sanitary pads (if available): It is acceptable to intro-
duce pads to girls, even provide them with a one- to three-month
supply, so they can have the knowledge of how these methods
are used.

4. Integrate learning into full, life-skills education: A thirty-minute
educational session on menstrual management is not enough—
integrate this learning into longer life-skills education.

5. Do not forget the boys: Boys are interested in learning about
puberty and menstrual cycles, and can develop empathy when
properly engaged.

6. Create caring communities: Too many parents are unable to talk
to girls about puberty and menstruation, yet adolescent girls sig-
nal that they want to receive this information from their parents.

7. Engage and build: The order of the intervention components
works best when communities are engaged first, then girl-
friendly latrines are built, then girls are educated.

Through all of these program components, Save the Children is work-
ing to build communities that truly care for the well-being of adolescent
girls. Creating a dialogue between girls, parents, and teachers to help
break down taboos is the starting point. Success is achieved when com-
munities recognize that girls should not miss school simply because they
are girls and menstruate, and start to demand and construct learning en-
vironments that are girl friendly. When girls’ school attendance begins
to increase, then these Save the Children programs have been successful.

Telling the Story: Cultural Biases and Tahboos
Limit Girls’ Education in Rajasthan

India is a land of stories. The following is a compilation of a number of
stories that—like those of Tanzania and Ethiopia—capture the nature
of barriers to girls’ education. Although this tale is set in a rural area,
it has relevance (with some adjustments) for understanding the experi-
ences of urban girls. The protagonist is a 15-year-old girl, Banwari. Ban-
wari comes from the state of Rajasthan, one of the least-developed and
largest states in India, and one that has a reputation for gender inequal-
ity and patriarchy.
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Banwari is the oldest of six siblings, and she has grown up believing
that she needs to take on more and more household chores. For exam-
ple, she walks barefoot to the nearest well, which is four hours away, to
fetch water for her entire family. Banwari’s father decided to enroll her
in a nearby government school that does not cost him any money. Ban-
wari loved being in school with other girls. But all this changed one day
when she started menstruating.

When she started bleeding, she did not understand what was going
on. She sat in a corner, totally mortified. Finally, when her mother
noticed that her yellow kurta was stained red, she quickly took a piece of
an old sari, made a bag from it, and stuffed it with some sand and cot-
ton, just as she did for her own menstruation. She gave it to her daugh-
ter and said, “Banwari, get some rest and make sure you don’t enter the
kitchen or visit the temple because you’re impure.”

This began a monthly ritual for Banwari. The cloth bag did not stop
the leaking, the staining, or even the subsequent infections. In school,
there was not enough water to wash the cloth or a private place to
change it. Banwari’s parents decided that she was better off not going
to school. “We don’t want the men in the village to know that our girl is
now grown up,” said her father. And her mother silently agreed.

Banwari could be any of the 80 million rural girls and women in
India. It is a country in which, for every 100 boys, only 83 girls ever see
the inside of a school. And the statistic gets worse: As girls approach ad-
olescence, the number drops to 76 girls for every 100 boys (Government
of India 2010).

As mentioned earlier in this chapter, there are several reasons why
girls’ school attendance begins to drop off at the secondary level, in-
cluding poverty, the pressure to marry early, and the lack of basic
amenities, such as toilets, in schools. But the most important factors in-
terrupting girls’ school attendance are the onset of puberty and girls’
lack of knowledge about what is happening in their bodies and lack of
access to quality sanitary protection.

Recognizing these challenges, Procter & Gamble initiated a pro-
gram called Protecting Futures in seventeen underdeveloped markets
in Africa and India. Focusing on keeping girls in school, the program
provides puberty education and access to quality sanitary protection to
vulnerable girls.

Providing puberty education and affordable sanitary napkins is criti-
cal to making sure girls stay in school and do not lag behind boys when
it comes to education. In 2008, Procter & Gamble partnered with the
Ministry of Health in the state of Rajasthan on a pilot project called
Parivartan, which covered three districts and 360,000 menstruating
women, roughly half of whom were adolescent.
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Initial fieldwork with village doctors uncovered that women often
used materials such as sand, coconut husk, hay, and grass—practically
anything that absorbs—for sanitary protection. Reasons for adopting
these subhygienic practices were affordability, lack of awareness that
sanitary napkins exist, and accessibility. Cultural taboos prevent women
from purchasing menstrual products from retail shops operated by
men, the dominant format of retail in India.

In partnership with the National Rural Health Mission, part of the
Ministry of Health in India, accredited social health activists (ASHAs)
provided girls with puberty education and products (at subsidized
rates) inside the private confines of homes. ASHAs are women who go
to homes and talk about health issues, dispense medicines and contra-
ceptives, and provide pregnancy counseling.

Response has been encouraging. An independent survey conducted
by the Nielsen Company (AC Nielsen 2010) revealed that as many as 60
percent of those surveyed were aware of the program, 40 percent had
purchased the product, and of those who did purchase the product, 85
percent converted to sanitary pads from traditional methods.

But back to the story of Banwari. What has happened to her, and how
have changes produced by the program affected her life? Banwari had
reconciled to a life of staying at home until one afternoon an ASHA
knocked at her door. She wondered, “Why is this lady who talks about
contraceptives and pregnancy coming to my home?”

The ASHA had a pack of sanitary napkins. She opened one, showed
it to Banwari, and explained how it was better than traditional means
for better and longer protection, and to prevent staining. Banwari’s
mother shooed her away saying that they didn’t care for these “newfan-
gled ideas,” and she’d rather spend the money on food for her family.
Banwari discreetly signaled to the ASHA and asked her to wait outside
her house. She spoke with the nurse, bought her first pack of sanitary
napkins, and hid them from her parents.

The ASHA continued to visit Banwari’s home regularly and educated
both mother and daughter on the benefits of sanitary napkins versus
traditional methods. Eventually, Banwari did not have to hide her nap-
kins. She went back to school, and when asked what she dreams of, she
said she wants to become an English-speaking tour guide in Jaipur.

Conclusions

As these cases illustrate, girls in developing countries must progress but
cannot do so until they receive education and guidance on the changes
happening in their bodies and on the pragmatics of how to manage
their menses. Without this, they will continue to be unable to partici-
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pate fully and actively in society. Leaders must take responsibility and
face the pressing challenge of addressing the issues of puberty, men-
strual hygiene, and menstrual management as one means of opening
up female educational opportunities. The burden of the lack of sanitary
hygiene protection, as a result of which girls and young women cannot
participate in school when menstruating, can be lifted when girls and
young women have decision-making power with regard to menstrual
hygiene and management.

However, breaking the vicious circle of illiteracy and incompetence so
more girls can successfully contribute in the development of their coun-
tries does not imply a quick technical fix, such as providing girls and
women with sanitary napkins. It means changing perceptions, develop-
ing new health initiatives, reallocating resources within existing educa-
tional and health programs, and refocusing. It requires undertaking a
broad range of projects including adopting a life-cycle approach to the
education of young girls that includes teaching about puberty, menstru-
ation, and fertility; supporting entrepreneurs who want to start or have
already started small businesses to produce sanitary hygiene products
from local materials; and giving increased attention to water and sanita-
tion issues, especially in urban settings, as they relate to the overall well-
being of girls when they begin to menstruate. All of these actions are
critical to supporting vulnerable girls’ menstrual health needs, helping
young women stay in school, and promoting their empowerment.



Chapter 4

Making Cities Safe for Women and Girls:
Integrating a Gender Perspective
into Urban Health and Planning

Claudia Garcia-Moreno and Manupreet Chawla

The expansion of cities stems from the natural demographic growth of
urban populations as well as from migration from rural to urban areas.
People come to cities in search of better jobs, higher incomes, and more
conveniently accessible services. Over the past twenty years, in many
developing countries young women between the ages of 18 and 24 years
have flocked to cities in search of work. As a result, young adult females
outnumber young adult males in many Latin American and Asian cities
(ECLAC 2008; United Nations 2009). The health of this subpopulation
is affected by the risks and opportunities of urban and urbanizing envi-
ronments (Montgomery 2009).

Many rapidly growing cities lack planning and, as a result, have areas
of inadequate housing and of insufficient water, sanitation, transporta-
tion, and other facilities. African, Asian, and Latin American cities in
particular have experienced significant growth in such slums and infor-
mal settlements over the past two decades (WHO 2010e). Women head
about one third of households in these poor urban areas (UNFPA 2009).

Such conditions have enormous health implications, significantly rais-
ing the risk that women will experience sexual, reproductive and men-
tal health problems, intimate partner violence, sexual and other forms
of gender-based violence, and traffic-related injuries or death. Although
urban populations enjoy better health on average than do rural dwell-
ers, urban populations are socially and economically diverse, and many
of the urban poor experience health risks comparable to those affect-
ing rural villagers (Montgomery 2009). Therefore, health policies for
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urban areas should be based on disaggregated data instead of on a city’s
total average measures of health (Montgomery 2009).

Women’s specific needs and concerns must be considered when devis-
ing programs and policies to improve living conditions and health
services in urban communities; currently, however, policymakers and
urban planners often fail to do this. Uneven access to maternal health
services among the urban population exemplifies the failure to ade-
quately address all urban women’s needs: Although access to maternal
health services is generally better in urban areas than in rural areas,
access to health care in poor urban environments is usually comparable
to that in rural areas (WHO 1996).

A 1998-2000 Demographic Health Survey for India compared the
health of urban and rural populations by poverty level; Figures 4.1 and
4.2 illustrate the study’s results. Figure 4.1 depicts differences among
subpopulations of urban and rural residents in terms of how many
received at least one prenatal-care visit. A higher percentage of urban
women received prenatal care than did rural women; however, large
differences exist within each group relative to standards of living. The
graph shows that only 69.7 percent of very poor urban women in India
received any prenatal care between 1998 and 2000, a percentage compa-
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Figure 4.1. Percentage of women receiving any prenatal care in urban and
rural India (1998-2000).

Source: Montgomery 2009.
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rable to that of rural women living in the upper half of rural living stan-
dards (Montgomery 2009).

This study also shows that poor urban women are approximately
as likely to have a physician or a nurse-midwife present during child-
birth as are upper-income rural women (see Figure 4.2). By this mea-
sure of health, large differences exist between very poor and better-off
urban women.

Health and Safety Risks Women and Girls Face

A safe and healthy city is one in which women are guaranteed all of
their rights. It ensures their health and well-being by improving access
to services and promoting, among other things, the elimination of gen-
der-based violence while at the same time promoting equal opportu-
nities for women in terms of access to economic resources, political
participation, education, and employment (UNIFEM 2010b). In a safe
and healthy city, women and girls are not discriminated against and
can enjoy public spaces and public life without fear of being assaulted;
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Figure 4.2. Percentage attendance of a physician or a trained midwife at time
of delivery in urban and rural India (1998-2000).

Source: Montgomery 2009.
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they can access water and sanitation without putting themselves at risk
of violence or infectious diseases; they can access schools, health care,
and other services; and they can enjoy streets that are safe for pedes-
trians (among whom women are a majority). Making cities safe and
healthy for women and girls means ensuring their access to basic ser-
vices (e.g., health, education, and legal services) and preventing vio-
lence against them.

Low social status, discrimination, and the lack of basic human rights
compromise the health of women in many societies. In many coun-
tries, women may not be able to leave the house, obtain contraception,
or obtain other health services without permission from a third party.
In other situations of poverty and limited employment opportunities,
young women may resort to sex work, which—along with a lack of knowl-
edge and effective use of modern contraceptives—increases their risk of
unintented pregnancy and unsafe abortions, sexually transmitted infec-
tions, and other health problems. As these examples show, women’s
health is directly linked to their empowerment and to gender equality
(goal 3 of the Millennium Development Goals). Therefore, policies and
programs that improve women’s capabilities, increase their opportuni-
ties for education, economic and political participation, and guarantee
their safety must be in place to complement initiatives and programs
aimed at improving their health (Grown, Gupta, and Pande 2005).

In urban settings, women face harassment in schools, parks, and
streets, particularly when they are using public transportation; they may
risk rape and other types of sexual assault, as well as other forms of
street violence. Women modify their behaviors and their use of public
spaces in response to such omnipresent violence and fear of violence,
especially when they are in neighborhoods with underprivileged pop-
ulations. A study conducted in Montreal, Canada, in 2000 showed that
60 percent of women—compared to 17 percent of men—reported that
they were afraid of walking alone in their own neighborhoods at night
(Michaud 2003). Because they appear fearful, women are more likely
to be perceived as weak, helpless, and vulnerable and so are more likely
to be victims of violence (Fali 2007). In a study in Cali, Colombia, fear
of violence in public—along with low educational levels and the exis-
tence of family violence—was shown to be significantly associated with
poor mental health among adolescents (Prince et al. 2007). Further,
girls were found to be three times more likely than boys to show signs of
depression and anxiety (Prince etal. 2007).

Poor mental health is also more prevalent among urban women than
among urban men and is more common in poor urban neighborhoods
than in other urban neighborhoods (Almeida-Filho et al. 2004). Poor
mental health among women can indirectly affect the health of chil-
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dren and other family members by affecting a woman’s capacity to pro-
vide care. Poor mental health among men can also affect a community’s
health; for example, the lack of employment opportunities in urban
areas can adversely affect the mental well-being of men in urban com-
munities, which can lead them to misuse alcohol and to use violence,
including toward their partners (Parkar, Fernandes, and Weiss 2003).
Therefore, poor mental health in urban communities has a direct effect
on the overall health—both mental and physical—of a community
and, particularly, on the health of its women and children. Poor mental
health can also lead to violence, which in turn can further deteriorate
mental health.

A 2005 World Health Organization (WHO) multi-country study ex-
amining the prevalence of intimate partner violence against women in
both rural and urban settings found that in countries with both a pre-
dominantly rural and an urban site (Bangladesh, Brazil, Peru, Thailand,
and the United Republic of Tanzania), the prevalence of partner physi-
cal or sexual violence, or both, was higher in the urban sites in all coun-
tries except the United Republic of Tanzania (WHO 2005). The study
also found a statistically significant association between exposure to vio-
lence and poor health (Ellsberg et al. 2008). In all of the urban sites,
women who had been abused were significantly more likely to have had
thoughts of suicide or to have made actual attempts at suicide, compared
to women who had not experienced any partner violence (Figure 4.3).

Violence against women violates their basic human rights and nega-
tively affects their health in many ways. Beyond direct physical injury,
violence against women increases the risk of other health problems such
as depression, sexually transmitted infections, chronic back pain, drug
and alcohol abuse, unintended pregnancies, and adverse pregnancy out-
comes (Campbell 2002; Garcia-Moreno and Stoeckl 2009). Violence has
also been shown to be associated with HIV. In Tanzania, women testing
positive for HIV at a voluntary testing and counseling center were two to
six times more likely to have experienced violence in an intimate rela-
tionship than those who tested negative for HIV (Maman et al. 2000).
Additionally, violence against women increases the risk of gynecologi-
cal disorders including chronic pelvic pain, irregular vaginal bleeding,
vaginal discharge, pelvic inflammatory disease, and sexual dysfunction
(Heise, Ellsberg, and Gottenmoeller 1999). Because gender inequality
is deeply rooted in the attitudes of many community members, health-
care workers should team up with social activists, urban planners, wom-
en’s organizations, and religious and other leaders in encouraging safe
health practices (Falconer et al. 2009).

Issues relating to violence against women often are not taken into
account in designing urban policies and planning urban environments.
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Figure 4.3. Percentage of ever-partnered urban women reporting thoughts of
suicide relative to their exposure to physical or sexual violence, or both, by an
intimate partner.

Source: WHO 2005.

Even programs that specifically target urban violence fail to address the
issues surrounding women’s specific exposures to violence. If the goal of
improving women’s health is to be achieved, the highest level of political
commitment at both national and international levels will be needed
not just to provide services but to design and institute policies and allo-
cate the resources necessary for gender equality and the empowerment
of women (Grown, Gupta, and Pande 2005).

Challenges to Making Cities Safe for Women and Girls

In addition to violence and crime, social, economic, cultural, and fam-
ily issues contribute to the insecurity and fear women and girls face
(UNIFEM 2010b). Poverty and inequality increase the risk of experienc-
ing violence. A woman in a poor urban slum is more likely than women
elsewhere in the city to have to cross unsafe parts of town, walk through
badly lit streets, and wait for transportation in unsafe places. Poverty
and inequality also isolate women, and may prevent them from forming
and utilizing social support networks when violence occurs.
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Poor housing conditions in slums disproportionately affect women’s
health. A lack of adequate ventilation in slum housing, coupled with
the use of solid fuels and open fires for cooking, lighting, and heat-
ing results in indoor air pollution. This puts women at high risk for
acute respiratory infections and chronic obstructive pulmonary dis-
ease (Montgomery 2009). In addition, in some countries fire-related
deaths account for a high number of deaths among young women, some
due to cooking accidents and some possibly related to family violence.
Since women are often targets of both street and home-based robbery,
poor housing conditions can further predispose them to being victims
of assault.

Poor water and sanitation systems in urban slums are another chal-
lenge. More than 170 million urban residents have no access to even
the simplest forms of latrine, which forces them to defecate in the open
(WHO 2010e). As a result, women and girls often delay going outside
to relieve themselves and only do so at night, which makes them more
vulnerable to violence and adds to their insecurity in public spaces.
In India, the National Slum Dwellers Federation and Mahila Milan
installed community toilets managed by local women and accessible on
a pay-and-use system, an example of gender-based planning that greatly
improved safety and cleanliness (Grown, Gupta, and Pande 2005).

Although 90 percent of households in urban areas have some access
to improved drinking water sources, oftentimes the water source is not
on the premises (WHO 2010e). When drinking water is unavailable
near the house, women or girls are usually responsible for fetching it.
Carrying heavy water containers over long distances can increase the
risk for head, neck, and back injuries and can also put women and girls
atincreased risk of violence and robbery, all of which can be avoided by
installing drinking water sources closer to homes (Grown, Gupta, and
Pande 2005).

Finding Solutions

Confronting the challenges and obstacles to making cities safer for
women and girls and to improving their health requires a multisec-
toral approach. Governmental and nongovernmental partners must be
involved, and different levels and types of services must be addressed.
Water and sanitation, emergency services, police, security personnel,
health providers, health policymakers, women’s organizations, youth
groups, and more must all be part of the solution.

The first step should be to develop an understanding of how men
and women experience living and working in the city differently, paying
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close attention to how these differences affect access to and utilization
of services, including health care. In other words, a gender perspective
should be integrated into urban planning and design. Women must
have a voice in this process, as they are the experts on how safe and
unsafe public spaces feel (UNIFEM 2010b) and on the challenges they
encounter in seeking better health for themselves and their families.
To make programs that address women’s safety in cities sustainable, the
voices of diverse groups of women must be heard when developing and
proposing policies and solutions.

Planners should acknowledge that not all groups of women have the
same experience; therefore, information from women of different ages,
backgrounds, and ethnicities must be gathered (UNIFEM 2010b). Even
when designed to benefit both men and women equally, a gender anal-
ysis of policies understands how each action, program, and policy will
affect men and women differently. Such a perspective also creates the
understanding that urban planning is not neutral but reflects the power
relations that determine the differences in the way men and women
live their lives (Michaud and Chappaz 2001). Participation in decision-
making also empowers women and girls by enabling them to take con-
trol over their own health and security instead of being dependent on
male decision-makers (Michaud 2003). In a study of slum areas in Kara-
chi, Pakistan, the researchers found that in the face of acute pregnancy
and delivery complications, an emphasis on first locating male deci-
sion-makers to obtain their consent to provide hospital care to women
caused critical delays in the women’s care (Fikree et al. 1994).

Proposals for and implementation of gender-responsive initiatives
reflect society’s changing gender roles, with women increasingly mak-
ing their own health decisions and working outside of the home. Some
examples of public policies that include a gender perspective follow.

A Gender Perspective on Public Transportation

Public transportation policies are an important element in urban plan-
ning and can have a significant impact on health issues in general and
on death and injury levels specifically. Women’s voices should hold sig-
nificant weight in shaping public transportation policy—particularly
in the design of programs to improve safety. Women and men tend to
use public transportation differently: Unlike men, women do not simply
travel from home to work, or from point A to point B; they tend to per-
form multiple, diverse tasks throughout the day, which requires them to
make many stops in a crisscross or zigzag pattern across the city (Peters
2002 in UNIFEM 2010b). Using public transportation to reach multiple
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destinations may involve paying multiple fares, thereby increasing the
cost for women (Kunieda and Gauthier 2003). Programs geared toward
making cities safer for women must incorporate women’s perspectives
and needs if they are to ensure both the safety and the affordability of
public transportation for women.

Often, women travel at nonpeak hours, when transportation services
are less available (Peters 2002; World Bank 2006). For example, women
who sell in the markets will often travel during the early hours of the
morning. This may increase their vulnerability as a result of inadequate
lighting and the presence of fewer people on the streets at those hours.

In addition to the focus on motorized transportation, attention and
support should be given to the safety of pedestrians and bicyclists; walk-
ing and biking, in addition to providing transportation, have multiple
health benefits. However, injuries and deaths from traffic accidents,
including pedestrian and biking accidents, are one of the leading
causes of death and disability among adolescents and young adults in
urban settings (WHO 2007b). A detailed analysis of pedestrian injuries
in Mexico City found poverty, insufficient traffic signals and road light-
ing, being female, and time pressures on urban parents that limit their
close supervision of children to be among the risk factors for pedestrian
traffic accidents (Hijar, Trostle, and Bronfman 2003; Bartlett 2002).
Public health planners in developing countries should utilize media
campaigns to promote the use of safety interventions, such as helmets
by bicyclists and motorcyclists. Emphasis should also be placed on the
need to clear dangerous roadside objects, maintain existing roads,
institute speed limits, and avoid routing high-speed traffic near dense
settlements, busy markets, schools, and children’s playgrounds (Mont-
gomery 2009).

Enabling women to use intermediate forms of transportation, such
as bicycles in some settings, has been very powerful in terms of both
access to services and empowerment (UNIFEM 2010b). Coordinating
mass transit systems with dedicated bicycle or pedestrian paths offers
benefits on multiple levels by encouraging healthy lifestyles, providing
safe and effective access to health-care services and food sources, and
promoting integration across cities (WHO 2010e).

Another concern is harassment—also known as “eve teasing”—of
women in buses and trains. In many countries, this problem signifi-
cantly affects a woman’s travel behavior (Kunieda and Gauthier 2003).
While economic power imbalances and sociocultural constraints often
result in greater dependence of women on public transit, public transit
may not meet their needs, especially for travel free of harassment. Spe-
cifically, women may experience violence and sexual harassment while
waiting at bus or train stops, while traveling to these stops along un-
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safe routes, and while traveling on public transit. Furthermore, many
women carry things as they travel, including merchandise and children,
making them even more vulnerable to harassment (Peters 1998).

As described in Safe Cities (UNIFEM 2010b), in India, the Blank
Noise project, an Internet blog/forum, enables women and girls to
share their personal experiences of sexual harassment while using the
city’s public transit services (Blank Noise Blog 2009). Blog posts charac-
terize the type and extent of harassment faced by women in public tran-
sit, which range from whistling to staring, talking to breasts, passing
comments, accidental touching, flashing, stalking, tickling, masturbat-
ing, spitting, honking, and unsolicited photography. Based on women’s
suggestions, strategies to curtail harassment of women in transit have
been proposed and implemented in some cities; these include increas-
ing the number of security personnel, avoiding overcrowding by in-
creasing the number of buses, and offering women-only taxis or buses
(Haniff-Cleofas and Khedr 2005b).

Other efforts to address harassment during travel include differ-
ent versions of “women-only” programs for subways, buses, trains, and
taxis that have been implemented, for example, in Mexico City, Tokyo,
Osaka, New Delhi, Lebanon, and Rio de Janeiro (Loukaitou-Sideris
et al. 2009). However, it is important to note that such programs—
although they create awareness—perpetuate gender norms and behav-
iors that discriminate against women and so should be in place only
temporarily. Rather than segregating women and girls, the goal should
be to create cities where women can travel and enjoy the city indepen-
dently and at any time of day.

Efforts to address the problem of sexual harassment of women and
girls while using public transportation should include training trans-
port staff on the effects of violence and insecurity on women, their
health, and their use of transport. This is also an opportunity to pro-
vide broader training to transportation staff on gender discrimination
and on relevant policies and laws that may be in place but that are not
being implemented (UNIFEM 2010b). At such a training in New Delhi,
India, the 3,500 bus drivers who met proposed solutions that included
stopping the bus until the perpetrator gets off and taking detours to
drop women closer to their destinations at night (Jagori 2007). By allow-
ing passengers to walk shorter distances to their destinations, the latter
strategy can also benefit the elderly and the disabled.

Safe, affordable, and reliable public transportation is important to a
community’s overall health. When such public transportation is more
accessible, women and girls can avail themselves of health-care services
more easily (Global Campaign for Education 2004). Since life-threaten-
ing problems during pregnancy, delivery, and the postpartum period
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can occur unexpectedly, fast access to emergency care is crucial in
preventing maternal mortality (Montgomery 2009). Indeed, access to
reliable and safe transportation is an important element in obtaining
emergency medical help in a timely manner.

In addition to initiatives for providing safe and harassment-free trans-
portation services, other initiatives aimed at improving the public envi-
ronment for women and girls have also been proposed. To promote the
good use of spaces, women in Nairobi, Kenya, have adopted a creative
initiative called “Adopt-a-Light Limited,” with the goal of ensuring that
women can travel city streets without experiencing any form of violence.
This program—which has the motto “Advertising with a Purpose”—
encourages businesses to adopt and maintain streetlights in exchange
for the use of those streetlights for advertising (Kunieda and Gauthier
2003). The program has successfully installed 185 streetlights along the
major highways and in the slums of Nairobi.

Planning a city’s public spaces in a gender-responsive manner, with ac-
tive participation by women, can ensure a safe, healthy, and sustainable
environment that women and girls of all ages can enjoy (UNIFEM 2010b).

Hearing the Voices of Women

Women in Cities International (WICI) works to increase women’s safety
by identifying and disseminating information and solutions that pro-
mote women’s equal access to public space. Using community dialogues,
the organization establishes an understanding of the factors that lead
to gender exclusion. Through focus groups and women’s safety audits,
WICI helps women identify safety problems and devise solutions. The
organization also promotes partnerships between women and their
local governments (WICI 2006).

The safety audit tool has proven useful in promoting women’s partici-
pation in urban planning. First developed in Toronto, Canada, in 1989
by the Metropolitan Action Committee on Violence Against Women
and Children (METRAC), the tool has been modified for use in com-
munities all over the world and has helped change physical environ-
ments to make public spaces safer for women and girls. In addition, the
tool has helped make local policies and programs more gender sensitive
in their promotion of safety, has increased the confidence and skills of
the women participating in the audits, and has increased awareness of
the issue of women’s safety (Lambrick and Travers 2008).

The tool encourages women to become experts on their own environ-
ments, enabling them to formulate local and context-specific solutions
to safety problems (UNIFEM 2010b). During a women’s safety audit, a
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group of women together assess the site of interest, usually a known
unsafe public space (e.g., a shopping center, a pathway between resi-
dences, a water site) and identify what factors make it unsafe, such as its
isolated location, negative graffiti messages, and lack of lighting (Rodi-
gou et al. 2008). Based on the assessment, the women propose solutions
and recommendations to the local government and other commu-
nity members, empowering themselves in the process to lead commu-
nity processes (Metropolitan Action Committee 2002; UN-HABITAT
2008a). Such checklists have been utilized in countries as diverse as
Tanzania and France to bring people together to identify problems and
propose solutions (Mtani 2002; Lieber 2002).

The safety audit, which has been internationally recognized as a best
practice tool, is not the only assessment tool available; various other sur-
veys and exercises have also been used by planners to determine how
women and girls feel in the spaces they use (Dean 2002). In London,
for example, the “Fearometer” exercise is used to identify triggers that
make women afraid in public spaces. In this exercise, women rate fac-
tors on a scale that measures their perception of safety: The scale runs
from “safe” at one end to “afraid” at the other. Then, they recommend
ways to improve their environments and discourage neighborhood
crime (Royal Town Planning Institute 2007).

Different approaches have been taken to conducting women’s safety
audits. In India, a women’s non-governmental organization has involved
women and girls in identifying and marking characteristics of unsafe
public spaces in cities on maps (Jagori 2007). In the United Kingdom,
the Somali Women’s Neighborhood Health and Safety Group has held
one-on-one interviews with community members to gather information
on unsafe spaces (Cavanaugh 1998). Other approaches—such as creat-
ing scale models of spaces and observing activities (Cavanaugh 1998),
surveying the public (Evans and Dame 1999), taking photographs
(WISE 2005), and making presentations to the public using story-
boards (Phaure 2004)—have also been used to target different groups
of women.

Such initiatives can foster partnerships between local governments
and women’s organizations. For example, the United Nations Devel-
opment Fund for Women (UNIFEM) has started a program in Latin
America in which the organization is funding a baseline assessment of
the different forms of violence experienced by women and the locations
where such acts are perpetrated. Here, too, the end goal is to encourage
women in the community to participate in developing action proposals
to make public spaces safe and to create partnerships (UNIFEM 2010b).

Qualitative data from women regarding their personal experiences
of violence and their fear of using public spaces can also be very useful
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when planning and designing cities with spaces that are safe and easily
accessible by women. By prioritizing the safety of women and girls, plan-
ners can design the public environment with good lighting, directional
signs, fast and easy access to emergency equipment and phones, and
spaces that are clear, open, and easy to navigate.

Generating Public Awareness

Interest in, and advocacy to improve, the safety and health of women
and girls in urban areas is relatively new and needs to be sustained.
Knowledge and understanding of the issues involved should continue
to be developed; and the efficiency and effectiveness of assessment tools
and programs should also be tested through research and evaluation.
Raising public awareness about women’s particular needs and concerns
is another critical step; through this process, women and their commu-
nities can be empowered to make recommendations and take action.
UNIFEM has launched an initiative to generate awareness of gender
inequalities and of the mandate to eliminate violence against women
using public events, poster campaigns, documentaries, and newspaper
articles and other media outlets in different countries in Latin Amer-
ica (UNIFEM 2003). However, awareness alone is not enough; it needs
to be accompanied by policy changes, and at times legal changes, and
political and financial support for programs and interventions.

In Argentina, a local women’s organization teamed up with the
UNIFEM regional program Cities Without Violence Against Women,
Safe Cities for All to launch an urban artwork competition. With the
goal of raising awareness of women’s equal rights to enjoy the city and
its public spaces, program leaders made an effort to involve community
members from all sectors. The winner’s artistic creation was displayed
in a public park for two months, where it continued to disseminate in-
formation in an engaging, interesting, and attractive manner.

In Chile, a women’s shelter started a campaign to take back the street,
organizing a march to generate awareness of violence prevention. This
initiative has transformed into a permanent campaign, and by means
of demonstrations and discussion of cases of violence, it continues to
attract community attention (Valdés 2008).

Media campaigns can quickly reach a large audience using television
advertisements, newspapers, Internet, and radio. In Colombia, emo-
tionally charged advertisements depicting images relating to violence
against women and displaying current, local statistics on the issue are
broadcast. In some countries, blogs and public forums have success-
fully created online communities where all participants can feel com-
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fortable, safe, and respected (Blank Noise Blog 2009). These Web sites
provide women and girls the opportunity to post pictures of locations
where they were sexually harassed, to tell their stories, and to lobby
for change.

Documentaries, too, can shed light on issues that contribute to vio-
lence against women in cities and bring attention to the programs and
resources in place to make communities safer for women. By showing
such documentaries to target audiences—on local television stations, in
schools, and in other public arenas—awareness among multiple audi-
ences can be generated (UNIFEM 2010b).

Need for Mobilizing Entire Communities

Not just women but @/l members of a community need to acknowledge
the importance of the safety and health of urban women and girls as
an issue deserving action and support. A community itself is ultimately
responsible for—and influenced by—threats to the safety and human
rights of its citizens, and when multiple sectors of the community rec-
ognize this, action and support to end violence against women will
come more easily. Female leaders representing different age groups,
economic levels, ethnicities, and interests can establish networks with
other community members. The WHO recently launched a campaign—
"A Thousand Cities, A Thousand Lives"—to encourage cities around
the world to adopt a multisectoral approach to promoting urban health
(WHO 2010f). The campaign will portray community members cam-
paigning for urban health: hopefully female leaders will be well repre-
sented so that women’s voices and perspectives will be incorporated into
proposals and programs targeting urban health.

Community meetings must take into account the needs of women
and girls and be planned and organized in a way that encourages their
participation. The meetings must offer a safe and positive space where
personal experiences and ideas can be voiced in an open, nonjudgmen-
tal way (UNIFEM 2010b). Further, the meeting places should be easily
accessible by public transportation, language translation and child care
should be provided, and the meetings should be held at times that do
not conflict with work or school hours (Cowichan Women Against Vio-
lence Society 2002). Participation in learning and training activities and
in group discussions may be intimidating for women who are not used
to public speaking or working in groups, so the goal should be to facili-
tate an environment where women can comfortably share their experi-
ences and propose solutions.
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Mobilizing a community to address issues relating to gender equal-
ity and violence against women should be a holistic process involving all
groups that can then effectively mobilize their individual constituencies
(Michau 2007). This includes boys and men, so youth and men’s groups,
in addition to women’s organizations, should be targeted.

The male leaders in a community—including government officials,
elders, business owners, and sports coaches, among others—can prove
effective in influencing youth and men, particularly in challenging
their attitudes and behaviors regarding gender equality and gender-
based violence (Michau 2007). Initiatives involving boys and young men
can help build equal relations between boys and girls and women and
men, increase respect for women’s autonomy, and provide a platform
for learning nonviolent conflict resolution. Such initiatives also pro-
vide opportunities to initiate discussions on deconstructing traditional
norms of masculinity, particularly those that perpetuate violence and
discrimination, and promote the need for men’s increased involvement
in family affairs and child care (UN-HABITAT 2004a).

Awareness-raising and capacity-building campaigns should promote
an understanding of the magnitude and consequences of different
forms of violence inflicted on women and girls. Campaigns should in-
form public officials and service providers—including those involved in
urban planning and policymaking—so that they are able to respond in
a supportive, nonjudgmental way. Police and community security work-
ers should also be targeted by these campaigns, as studies have shown
that women are often reluctant to go to the police (UN-HABITAT
2002). If police are well trained and understand the issues related to
violence against women, they can play an important role in both family
and community safety.

Training sessions where new ideas and concepts are introduced can
take many forms. In Jamaica, a project by the Sistren Theatre Collec-
tive utilizes theater to mobilize the community to take action to pre-
vent violence against women; in particular, it targets young men at risk
of perpetrating violence. This program promotes behavior change by
teaching techniques using active audience participation and cultur-
ally appropriate communication strategies (Sistren Theatre Collective
2009). Similarly, storytelling and group discussions are other informal
means of introducing new concepts and of encouraging audience mem-
bers to reflect on their daily experiences, obstacles they face, and envi-
ronmental issues in the context of violence, fear, and gender inequality.

Recruiting role models whom participants respect and with whom
they relate can also help deliver messages (Michau and Naker 2003).
Various examples exist, using male sports figures and coaches, sing-
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ers, and politicians. In Canada, for example, an aboriginal fellowship
center organized a weeklong workshop to help women cope with their
experiences of abuse and violence. Elders who shared the participants’
struggles and challenges conducted the sessions. This experience was
powerful for both the leaders and the audience; it was particularly
empowering for the participants, as they could see the leaders living
healthy and productive lives, which served as a source of inspiration and
support (Ministry of Community Services 2005).

UNIFEM offers a training module—developed for use by government
officials, civil society, and women’s organizations—that provides infor-
mation on how to raise awareness and offer training to improve the
safety of cities for women. Topics such as women’s human rights, causes
of violence in cities, the public’s attitudes toward violence, and the limi-
tations of past approaches to women’s safety are highlighted (Centro de
Intercambio 2005).

Planning and Design of Programs

Community members who recognize the need to improve health and
safety in cities for women and girls can actively participate in the design
of proposals and solutions. Proposed solutions and interventions must
take into account the resources currently available in the city, gaps in
the present infrastructure, existing policies, and other groups working
on similar matters. Programs and interventions should build on what
exists and be designed to be sustainable (Greed 2007).

Much can be accomplished through the creation of networks and
partnerships that can pool together resources and work toward a com-
mon goal. The various actors working to create safe cities for women
and girls—such as the media, municipal urban planning departments,
governments, and nongovernmental organizations, particularly wom-
en’s organizations—must work together if they are to make a signifi-
cant impact.

Multisectoral partnerships need coordination and a clear defini-
tion of roles and responsibilities. This takes time and leadership. Since
time is also needed to change community attitudes concerning women
and girls and their safety, a program designed to make cities safe for
women will usually be most effective if it operates over a long period of
time (Whitzman 2007). To ensure a program’s sustainability, coordi-
nators must plan and act carefully, and sound technical and financial
resources must be found.

To make a long-term impact, short-term pilot projects are not enough;
sustained, scaled-up programs are necessary. These require planning,
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prioritizing, and assessing budgetary requirements properly. Monitor-
ing and evaluating all initiatives, particularly at the initial stages, are
critical in order to assess and improve as the work moves along, build
and share evidence of good practices and lessons learned, and estab-
lish a body of knowledge that will enable more and better actions in
the future.

To conclude, making cities healthier and safer for women and girls
ultimately contributes to making cities better for everybody (UNIFEM
2010Db). A city that promotes and protects its citizens’ rights, including
those of women; that implements actions to address violence against
women; that ensures access to basic amenities such as water, sanita-
tion, education, and health care; and that designs the environment to
allow women to circulate freely and without fear is a city committed to
the health and well-being of its citizens. This commitment can greatly
improve not only women’s health but everyone’s health.

This chapter was developed from a presentation made by C. Garcia-Moreno
at the Penn-ICOWHI Eighteenth International Congress, Cities and Women’s
Health: Global Perspectives. It is based in part on the Safe Cities Module of the
Virtual Knowledge Centre to End Violence Against Women and Girls launched
by UNIFEM in 2010. The Safe Cities Module was developed by Women in Cit-
ies International and Red Mujer y Habitat. The views expressed in this chap-
ter are those of the authors and do not represent policy of the World Health
Organization.
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Chapter 5

Design of Healthy Cities for Women

Eugenie L. Birch

Cities are places where women can live healthy or unhealthy lives. By
definition, cities are large, are densely settled, and support heteroge-
neous populations. When properly designed, they provide clean water,
efficient transportation, universal education, health services, personal
and property protection, and solid and sanitary waste disposal. And in
a perfect world, all their residents occupy affordable, durable, structur-
ally sound housing that meets minimum standards with regard to the
provision of light, air, sufficient living space, and basic services (e.g.,
water, electricity, heat). Their residents also reside in neighborhoods
that accommodate or are proximate to jobs, community services, rec-
reation, and fresh food. Finally, in a perfect world, cities support design
practices that go well beyond the basic service provision just described
to promote living habits that contribute actively to excellent health.

In the developing world (or Global South), these practices may encom-
pass implementing innovative water, waste disposal, and transportation
systems, participating in mapping exercises to document new slum set-
tlements and their populations for the purposes of service delivery, or
supporting self-help or other cooperative ventures to develop standard
housing and other efforts to modernize or fully integrate new neighbor-
hoods into fast-growing cities. In contrast, in the developed world (or
Global North), design practices attend to addressing the needs of areas
of concentrated poverty but also include crafting land use and building
codes that promote active living, such as New York City’s recent passage
of a requirement that all new multifamily residential buildings have
bike-storage rooms; employing competitive rating standards, such as
the Leadership in Energy and Environmental Design for Neighborhood
Development (LEED-ND) rating system, developed to produce districts
that “protect and enhance health”; and implementing citywide sustain-
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ability plans that incorporate women’s health-inducing elements, such
as those of New York City, London, and Singapore (US DHHS 2009a).

Although no city in the world meets all of the standards outlined at
the start of this chapter, some are inching toward them. Cities in the
developed world are often at a distinct advantage because they are in
regions that are already highly urbanized and relatively prosperous and
have manageable rates of urbanization and comparatively small city
sizes, whereas those in the developing world are in generally less highly
urbanized, economically poor regions, confronting runaway rates of
urbanization, and have average city sizes that are much larger than
those of the Global North—all factors making the provision of basic
services, much less advanced design ideas, difficult (Spence, Annez,
and Buckley 2009). Nonetheless, the cities of the Global South have the
advantage of being able to avoid the settlement-pattern mistakes of the
Global North if they so choose and/or can rally the resources to do so.
More important, for both types of regions there are common design
specifications for cities, neighborhoods, and homes that promote better
female health regardless of the level of development. To explore these
ideas, this chapter establishes the physical/social and economic founda-
tion for pro-female-health design by outlining worldwide urban settle-
ment patterns and the associated issues. It then reviews common design
specifications for cities, neighborhoods, and homes and discusses their
application in different developmental contexts.

Worldwide Urban Settlement Patterns and Associated Issues

As is well known, the world population crossed the “majority-urban”
line in 2008; but not so well known are many other factors that charac-
terize the urban environment in which women live and have important
ramifications for their health. These factors include the distribution of
the urban population between the developed and developing worlds;
the location and population levels of different-sized cities; the relative
rates of urbanization; current and future demographic profiles; the
relationship between level of urbanization and economic development;
and the nature of women’s labor force participation in today’s global,
primarily urban economy.

Location of Urban Populations, Rates of Urbanization,
and Service Provision

Of the 6.8 billion people in the world, 82 percent (5.6 billion) live in the
developing world and half (3.5 billion) are city dwellers. Of the urban-
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ites, 74 percent (2.5 billion) live in the developing world, up from 54
percent (0.8 billion) in 1975. Demographers anticipate the urban pop-
ulation to experience an 85 percent increase by 2050 (rising to 6.3 bil-
lion, or two thirds of the world population), primarily in the developing
world (United Nations 2008b, 2010b) (Table 5.1).

Half of all urbanites live in cities with populations under 500,000
(Table 5.2), and a third (or 1.6 billion) live in cities with populations
under 100,000. The remaining half live in 960 cities, of which megac-
ities (10 million population or more) constitute 2 percent of the total
number and hold 9 percent of the population; large cities (5 to 10 mil-
lion population) constitute 3 percent of the total number and 7 percent
of the population; medium cities (1 to 5 million population) constitute
41 percent of the total and 22 percent of the population; and small cit-
ies (500,000 to 1 million population) constitute 54 percent of the total
and 10 percent of the population (Table 5.3). Basically, 95 percent of cit-
ies with over 500,000 people have fewer than 5 million people, sizes that
are large enough to accommodate designs to promote women’s health
(United Nations 2008b, 2010b).

But even more important than the basic data are regional variations
(see Tables 5.1-5.3). Three quarters of all urbanites (2.5 billion peo-
ple) live in the developing world. And in the past generation, Asia sur-
passed Europe and North America as being the most dominant urban
region. It holds more than 50 percent of the world’s urban population
(about 1.7 billion people), 49 percent of those living in the smallest cit-

Table 5.1. Urban Population by Region 1975-2050

Population (in billions) Share of Population

Place 1975 2010 2025 2050 1975 2010 2025 2050
World 1.5 3.4 4.5 6.3 100% 100% 100% 100%
Developed

world 0.7 0.9 1.0 1.0 47% 27% 22%  16%
Developing

world 0.8 2.5 3.5 53 54% 74%  78%  84%
Asia 0.6 1.7 2.4 34 38% 50% 53% 54%
Africa 0.1 0.4 0.7 1.2 7%  12%  15%  19%
Latin America/

Caribbean 0.2 0.5 0.6 06 13% 14% 12% 10%
Europe/

North America 0.6 0.8 0.9 1.0 41% 24% 20% 16%

Sources: United Nations. 2008. World Urbanization Prospects: The 2007 Revision. New
York: United Nations Department of Economic and Social Affairs; United Nations.
2010. World Urbanization Prospects: The 2009 Revision. New York: United Nations Depart-
ment of Economic and Social Affairs.
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Table 5.2. Share of Urban Population by Region and Size of City 2010

Latin
America/ Europe/
World Carib- North
(number) Asia Africa bean  America
Megacity:
10 million people 324,000,000 66% 7% 20% 13%
Large city:
5-10 million people 245,000,000 56% 6% 12% 23%
Medium city:
1-5 million people 77,000,000 54% 13% 14% 23%
Smaller city:
0.5-1 million people 350,000,000 48% 12% 12% 23%
Smallest cities:
<500,000 people 1,777,500,000 49% 13% 13% 26%

Sources: United Nations. 2008. World Urbanization Prospects: The 2007 Revision. New
York: United Nations Department of Economic and Social Affairs; United Nations.
2010. World Urbanization Prospects: The 2009 Revision. New York: United Nations Depart-
ment of Economic and Social Affairs.

Table 5.3. Share of Cities by Region and Size of City 2010

Latin
World America/ Europe/

(number Carib- North

of cities) Asia Africa bean America
Megacity:
10 million people 21 55% 10% 20% 15%
Large city:
5-10 million people 33 58% 6% 12% 24%
Medium city:
1-5 million people 388 53% 12% 13% 22%
Smaller city:
0.5-1 million people 518 50% 13% 12% 25%
Smallest cities:
<500,000 people n.a. n.a. n.a. n.a. n.a.

n.a. = data not available.

Sources: United Nations. 2008. World Urbanization Prospects: The 2007 Revision. New
York: United Nations Department of Economic and Social Affairs; United Nations.
2010. World Urbanization Prospects: The 2009 Revision. New York: United Nations Depart-
ment of Economic and Social Affairs.
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ies (under 500,000 population), and 53 percent of those living in the
960 larger cities. It contains 51 percent of all cities with over 500,000
population, and of these it contains 55 percent of all megacities (and
66 percent of all the people [177 million] living in them!). In contrast,
Europe and North America, with only 24 percent of the world’s urban
population, dominate in the small- and medium-sized city category,
having 46 percent of the population in such cities and 47 percent of
the total number of cities in that category. Notably, Europe and North
America contain only 15 percent of all megacities and 13 percent of the
megacity population (United Nations 2008b, 2010b).

Urbanization rates are also highly variable, a factor that sets impor-
tant constraints on designing healthy cities for women because rapidly
urbanizing places can barely keep up with the onslaught of newcomers,
regardless of whether they are rural migrants or newborns. As may be
expected, two regions stand out for their low percentages of urban pop-
ulation but high annual rates of urbanization: Asia (42 percent urban)
and Africa (40 percent urban). For Asia the annual urbanization rate
has been 1.6 percent for the past 34 years, for Africa the rate has been
2.6 percent, and both areas anticipate high, albeit slower, rates in the
years up to 2025: 0.9 percent for Asia and 2 percent for Africa. In con-
trast, figures for North America (82 percent urban) and Europe (73 per-
cent urban) reveal slow urbanization rates. Since 1975 the urbanization
rates have been 1.1 percent for North America and 0.2 percent for Eu-
rope, and in the next fifteen years the rates are anticipated to be lower
(North America, 0.8 percent; Europe, —0.3 percent). Latin America is
an outlier—it is highly urbanized (79 percent) and has and will have an-
nual urbanization rates comparable to Asia and Africa (1.7 percent in
the past and 0.9 percent in the future) (United Nations 2008b, 2010b).

These data, along with the population numbers, give an indication
of the scale of urban conditions worldwide and offer an appreciation
of where the locus of attention should reside and where room for inno-
vation may exist. Rockefeller University demographer Joel E. Cohen
captures these issues dramatically with a summary comment: “Poor
countries will have to build the equivalent of a city of more than 1 mil-
lion each week for 40 years” (Cohen 2011: 27).

Underlying these data are two key points: First, of the total urban pop-
ulation, 35 percent (1.2 billion) are poor and live in slums; and second,
the majority of the urban poor (1.1 billion) are in the Global South, a
figure that amounts to 43 percent of all urban dwellers in the develop-
ing world (United Nations 2008b). The remainder (60 million) live in
the developed regions and represent 6 percent of all their city dwell-
ers (Commission on Social Determinants of Health 2008: 61). About
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60 to 70 percent (700 million or more) of slum dwellers are women
and girls. The slums in which they live are overcrowded, unserviced or
underserviced (absence of clean water, sewer, schools, and health clin-
ics), and lack durable, structurally sound housing, security of tenure,
and efficient transportation (Garau and Sclar 2005). In the develop-
ing world, slum or informal settlements are prominent urban features
located either in interstices of inner cities or on peripheral, often vul-
nerable land in crowded, poorly planned neighborhoods. Their prom-
inence can be seen, for example, in Nairobi, where 60 percent of the
population live in informal settlements or slums, and in Mumbai, where
55 percent of the population live in slums. In Mumbai, these settle-
ments dominate the city. In the developed world, slums are deteriorated
neighborhoods in inner cities and inner ring suburbs, located among
abandoned factories, brownfields, and other rundown environments
(Jargowsky 2003).

Anticipated urban growth will likely generate demand to house more
than half a billion people in next decade alone (Garau and Sclar 2005:
9). Indications of current settlement patterns in the rapidly expand-
ing cities of the Global South show that the highest rates of growth are
occurring in peripheral, sprawling informal settlements (Birch and
Wachter 2011).

The smaller, but still significant, numbers of people who live in con-
centrated poverty in the developed world face health problems similar
to those seen in the slums of the Global South. In the United States, for
example, 8 million people live in 2,500 neighborhoods where 40 per-
cent of the population is below the poverty line. Seventy-five percent of
these neighborhoods are in central cities, including Chicago, Houston,
Los Angeles, and New York, and this population is unevenly distributed
nationally, with the South having 40 percent, the Northeast having 23
percent, the West 21 percent, and the Midwest 17 percent of the total
(Jargowsky 2003).

Living conditions in both the informal settlements of the develop-
ing world and the neighborhoods of concentrated poverty in the devel-
oped world pose serious threats to women’s health and well-being. The
sprawling-growth phenomenon of both places has the potential to
affect the ranking of women’s health issues, placing unintended vio-
lence (e.g., traffic accidents) and nutrition-related problems (e.g., obe-
sity) at a higher level than in earlier years (Lopez et al. 2006; Campbell
and Campbell 2007). Yet, the most important ills, chronic and infec-
tious diseases, still remain. (See Chapter 1.)

Worldwide statistics for poor women show worse than national aver-
ages for key health indicators (maternal mortality, incidence of infec-
tious and chronic diseases, especially HIV/AIDS, obesity) and such
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accompanying characteristics as low levels of education, nutrition, phys-
ical fitness, and personal safety. Women in both the developing and
developed world share comparable levels of poor health. However, as
Table 5.4 demonstrates, global life expectancy data provide a view of
regional disparities (overall women in the developed countries can
expect to live 50 percent longer than those in the poorest countries—
they are more urbanized and less poor). These disparities point to the
urgency of attending to the least-developed countries in the Global
South because of the scale of the problem in those places (United
Nations 2008b: 86—89; UN-HABITAT 2010a).

Looking at environmental quality, specifically data on drinking water
and sanitation, which are among the most critical elements for good
health, can help illustrate the scale of women’s health issues in the
developing world. The World Health Organization (WHO) reports that
only 35 percent of the population in developing countries have inad-
equate sanitary facilities? and 6 percent have substandard drinking
water>(WHO 2010b: 52) (Table 5.5). But WHO’s assessment masks the
fact that disaggregated data reveal much higher rates for populations
that live in informal settlements. The Population Research Bureau has
found that only 42 percent of poor city dwellers in the developing world
have piped water (Montgomery 2009: 8). An additional burden ensues:
Securing water falls to women and girls, who represent 72 percent of
those collecting water from standpipes or other delivery points (WHO
2010b: 29). These and other domestic conditions, such as early marriage
and poverty, also prevent girls from attending school.

Recent special issues of The Economist (For Want of a Drink 2010) and
National Geographic (Water, Our Thirsty World 2010) pinpoint some
cities with water/sanitation problems. In Addis Ababa and Lagos, for

Table 5.4. Women'’s Life Expectancy by Region (in years)

World 68.6
Developed world 79.8
Less developed world 66.2
Least developed world 53.2
Africa 50.4
Asia 70.7
Latin America/Caribbean 76.0
Europe 78.4
North America 80.8

Source: United Nations. 2008. State of the World’s Population
2007. New York: United Nations Department of Economic
and Social Affairs.



80  Eugenie L. Birch

Table 5.5. Water and Sanitation Levels in Urban Areas 2008

Water
Clearly
Other Substandard Problematic
Piped into Improved  Unimproved Total
Place Dwelling (a) (b) (a+b)
World 79% 17% 4% 21%
Developed world 98% 2% 0% 2%
Developing world 73% 21% 6% 27%
Southeast Asia 52% 40% 8% 48%
East Asia 96% 2% 2% 4%
West Asia 93% 3% 4% 7%
Sanitation
Clearly
Substandard Problematic
Open Unim-
Shared Defecation proved Total
Place Improved (a) (b) (o) (a+b+c)
World 76% 15% 5% 4% 24%
Developed world 96% n.a. 0% 4% 4%
Developing world 68% 8% 7% 20% 35%
Southeast Asia 79% 10% 8% 3% 21%
East Asia 61% 30% 6% 3% 39%
West Asia 94% 6% 0% 0% 6%

n.a. = data not available.
Source: World Health Organization. 2010. Progress in Sanitation and Drinking Water: 2010
Update. Geneva: World Health Organization.

example, “a quarter to a half of the population have no access to decent
sanitation and not many more will have access to piped water. No Indian
city has a 24-hour domestic water supply” (For Want of a Drink 2010: 4).
Demographer Joel Cohen captured the situation dramatically when he
stated that half the infrastructure needed to accommodate urban pop-
ulation growth will be built in the next forty years (Cohen 2011: 30).
Other analysts have pointed out that the cost of outfitting existing slums
in the next ten years alone could reach $300 billion (Garau and Sclar
2005: 143).

Women living under these physical conditions are clearly in a sur-
vival mode attempting to secure the basic services necessary to main-
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tain good health. Designing cities for women’s health in the developing
world requires attention to these issues, but also requires attention to
other phenomena. For example, discriminatory human rights customs
or law resulting in major disparities in female autonomy in health-care
decisions, access to health care and education, and other areas must
also be taken into account. When the United Nations Development
Fund for Women reports that “more than one in four women does not
have a final say in decisions related to her own health” (Goetz 2008),
then designers need to think not only about providing basic services but
also about choosing sites for health-care facilities that adapt to current
social situations.

In the developed world’s neighborhoods of concentrated poverty,
environmentally related ills are important but are of a different sort.
The lack of affordable housing, physical deterioration of the units (and
the neighborhoods), crowding, crime, and associated drug use, and
limited access to fresh food dominate. Like their counterparts in the
developing world, households in these areas suffer from other poverty-
induced characteristics: high levels of joblessness, high levels of female-
headed families, high school-dropout rates, poor nutrition and/or lack
of access to fresh food, limited safe recreation, and so forth. Here the
health issues are more related to life expectancy and quality of life than
to survival.

Demographic Profiles

Adding to the characteristics of the global urban environment are the
current and future demographic profiles. As of 2000, the old outnum-
ber the young. By 2050, one person in three in the developed countries
and one in five in the developing countries will be over 60 (Cohen 2002:
84, 2011: 26). By 2050, 80 percent of the elderly will live in the develop-
ing world, will number more than one billion, and will constitute 25 per-
cent of the area’s total urban population (WHO 2007a: 4) (Table 5.6).

Notably, in the most elderly category (80+ years), women outnum-
ber men today and will also do so in the future. This phenomenon is
accompanied by projected changes in the birth rate that will lower the
proportion of children under 4 years old. (The developed and devel-
oping countries again show differences—in the developed countries
young children will drop from 6 percent in 2000 to 5 percent in 2050,
while in the developing countries the change will be more dramatic—
from 11 percent in 2000 to 7 percent in 2050.) The result will be an
expected major shift in the dependency ratio (the percentage of elderly
and young children supported by the working population); in the devel-
oped countries, the dependency ratio will increase from 48 percent
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Table 5.6. Aging Urban Population 20092050 (in millions)

Total Urban Total Urban
Elderly Elderly Elderly Elderly
Place 2009 2009 2050 2050
World 0.787 0.393 2.0 1.4
Developed world 0.264 0.193 0.363 0.4
Developing world 0.516 0.2 1.7 1.0

Source: Author’s estimates based on World Health Organization, Global Age-Friendly Cit-
ies: A Guide (Geneva: WHO, 2007), and United Nations, World Urbanization Prospects: The
2009 Revision (New York: United Nations Department of Economic and Social Affairs,
2010).

in 2000 to 69 percent by 2050, and in the developing countries, it will
decrease from 60 percent in 2000 to 53 percent in 2050 (Cohen 2002:
84, 2011: 30-31).

These data have important implications for the design of cities,
neighborhoods, and homes. Of particular importance will be enabling
elderly women to have active lives and age in place by providing access
to health services and assuring personal safety. Additionally, caregiving
to the young and the elderly and the changes in the dependency ratio
point to two other considerations. First, recent research demonstrates
that the more educated a woman is, the more responsive she is to pub-
lic health campaigns for herself and for those to whom she gives care
(Harpham 2009). This finding about education supports the likely suc-
cess of crafting multisector designs to promote better health—provid-
ing both basic services such as clean water and transportation and such
community facilities as schools and health clinics. Second, with high lev-
els of dependent people (young and elderly), women’s participation in
the labor force will be more important than ever, and city designs need
to take women’s multiple roles into account.

Level of Economic Growth and Female Labor Force Participation

An analysis of world gross domestic product (GDP) demonstrates a
strong relationship between high levels of urbanization and economic
prosperity, important considerations in the selection and use of specific
design practices. For example, in 2006, the United States was 81 percent
urban and had a GDP per capita of $38,000 (in 2000 dollars), whereas
in 2004, China was only 39 percent urban and had a GDP per capita of
$5,300 (in 2000 U.S. dollars) (Spence, Annez, and Buckley 2009: 4-5).
Further, 97 percent of the world’s GDP comes from industry and ser-
vices, a factor that favors urbanization, as both industry and services
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benefit from agglomeration, the clustering of enterprises that promotes
economies of scale and other efficiencies (Sattherwaite 2008: 38).

These official data hide an important element: the strength of the
informal economy in various places.? Estimates of the average financial
contributions of the informal sector to regional economies range from
a low of 13 percent in North America and Australia/New Zealand to a
high of 42 percent in Africa (Schneider 2002: 4-19) (Table 5.7). The
informal economy is an important component of the global workforce
(paid workers), which now numbers 3 billion, 60 percent of whom are in
the informal sector.® Female workers (numbering 1.2 billion) constitute
40 percent of the workforce, and 60 percent (720,000) are in the infor-
mal sector.

But more to the point, for women, the informal sector is a partial life-
saver. Often barred in developing countries from entering the formal
labor market by cultural convention, family obligations, poor education
and skills, and lack of capital, women working in the nonagricultural
informal sector are able to earn some income (Chen et al. 2005: 6).
In addition, coverage of Nobel Prize-winning microfinance programs
by international journalists has outlined the potential of this sector to
improve women’s health (Kristof and WuDunn 2010). However, the bot-
tom line is that this work is low wage and has no legal (job security,
freedom from harassment) or health protection. Some informal sec-
tor jobs, like rag-picking (sorting through garbage to find cloth and
other items for resale), dominated by women, can be hazardous to the
worker’s health (Alliance of Indian Wastepickers 2010). Other common
informal sector jobs are in the world’s 3,500 economic protection zones

Table 5.7. The Informal Economy: Percent Gross Domestic Product (GDP) and Jobs

Percent
Percent Contribution
Contribution to Urban
to GDP Labor Force
Africa 42 48
Asia 26 33
Central and Latin America 41 45
Transitional Europe 38 n.a.
Western Europe 18 16
North America, Australia, New Zealand 13 n.a.

n.a. = data not available.

Source: Schneider, F. 2002. Size and Measurement of the Informal Economy in 110
Countries Around the World (paper presented at Workshop of Australian National Tax
Centre, ANU, Canberra, Australia, July 17).
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(areas with tax relief and few or no government regulations), where
women form 70 to 90 percent of the employees (Wick 2010). However,
as products of globalization, these jobs are footloose subject to wage
competition. In sum, these data strengthen the rationale for insisting
that designs for healthy places for women include safe workplaces either
near or in the home or in areas serviced by inexpensive, efficient trans-
portation from the home.

So why is this contextual discussion important? First, it reveals an
important fact, the nature and scale of women’s health issues will vary
in different regions, in different-sized cities, and in different econo-
mies. The developing world, especially Asia and Africa, by virtue of the
scale and speed of urbanization in these areas, commands immediate
attention. Addressing traditional environmental conditions is essential,
but due to emerging sprawling peripheral urban growth, new concerns
such as traffic-induced injuries are also important. Second, and more
important, the contextual discussion provides evidence that gendered
health concerns cross the wide divide between the developed and devel-
oping countries. This finding supports the articulation, adoption, and
adaptation of principles for urban planning and design that address
women’s health needs and have worldwide application.

Common Design Specifications for Healthy Cities, Neighborhoods,
and Homes for Women

Places designed to promote better health are critically important for
women who live in either informal settlements of the developing world
or areas of concentrated poverty in the developed world. But what
would such cities look like? The answer to this question requires scruti-
nizing the basic building blocks of a city and of a neighborhood and its
contents and infrastructure. It also focuses on universal principles that
specify general arrangements but assume that their execution demands
extensive community participation and governmental/nongovernmen-
tal and private sector coordination to work out place-specific details
(Garau and Sclar 2005; WHO 2007a; Commission on Social Determi-
nants of Health 2008).

Neighborhoods and Their Contents

Ideally, neighborhoods are mixed-use places where people can live,
work, and play within a walkable circumference. Neighborhoods range
in population from a few thousand people to tens of thousands, depend-
ing on the ability of the land to carry the required structures and ser-
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vices. Ideal neighborhoods can accommodate women of all ages and,
unlike many places today, have features that enable elderly women to
have active lives (WHO 2007a).

Located on appropriate land, ideal neighborhoods are resilient,
invulnerable to natural disasters (e.g., floods, earthquakes) and man-
made disasters (e.g., brownfields), and on land not needed for agricul-
tural or other uses that support city life. They are legally secure, that is,
on land where municipal authorities have established and documented
ownership and permitted development.

Neighborhood contents in these communities include structures pro-
tected from the elements and such hazards as fire. These structures in-
clude (1) housing that is affordable, of sufficient size, structurally sound,
and constructed of durable materials; (2) space for retail and other com-
mercial activities; and (3) space for community use including schools,
health clinics, government service centers, and places of worship. Indi-
vidual structure designs incorporate features that promote healthy liv-
ing for women across the age span. These features include mixing the
types of buildings to accommodate different uses, such as small entre-
preneurial businesses or residential-care facilities integrated with family
housing. Other features include building entrances near transit stops/
stations or along transit corridors, signage about the kinds and distances
to transit stations, bike routes and pedestrian ways, facilities for stor-
ing and parking bicycles, replacement of elevators with stairways either
throughout a building or, in taller buildings, on alternating floors, yet
also offering accessibility through ramps or other means to the elderly.

Ideal neighborhoods have open space within a ten-minute walk of
housing. Open-space programming accommodates activities that are
culturally and age appropriate. For example, elderly women may re-
quire quieter spaces provided with benches (yet in full view of others
and having interesting views), while girls need safe places for active
sports or walking. Another design device is the reuse of obsolete facil-
ities, such as viaducts or unused railways, for open space to transform
potentially dangerous places and structures that could harbor criminal
or other threatening activities to safe public realms. Wherever possible,
neighborhood open space networks should connect to regional ones.

Finally, ideal neighborhoods have a range of retail and community
facilities. These include full-service grocery stores and places for farm-
ers’ markets located near housing or work, community gardens where
space allows, and community centers with health clinics and other ser-
vices accessible to women and girls that are also near homes or places of
work (Figure 5.1).

These universal principles have different applications in the develop-
ing and developed world. For example, in the developing world where
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Figure 5.1. Women receive messages about health in the favela of Rocinha
in Rio de Janeiro through a public art/poster vehicle. (Photo courtesy of Greg-
ory Scruggs.)

informal settlements are the norm for many women, various strate-
gies have emerged for supplying healthy housing and neighborhoods.
These include sites and services arrangements where a public or non-
governmental organization secures land, lays it out with streets suf-
ficiently wide to allow light and air to circulate and to accommodate
service and transit vehicles (see infrastructure section later in this chap-
ter), and allocates parcels to households (sometimes with an already
poured cement slab) for family members to construct their dwellings.
Or in already built-up slums, public or nongovernmental organizations
undertake upgrading activities that include providing water, sewage,
and power, improving streets, regularizing or legalizing land tenure,
selective clearance of buildings, and adding such community facili-
ties as schools and clinics. Women’s groups, especially those associated
with the Huairou Commission, the global coalition of women’s commu-
nity development groups founded in 1996 and including such associ-
ations as Kenya-based GROOTS (Grassroots Organizations Operating
Together in Sisterhood), Germany-based MINE (Mothers Centers Inter-
national Network for Empowerment), and U.S.-based National Council
of Neighborhood Women, have fought for these services for their neigh-
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borhoods, primarily in disadvantaged communities of the Global South
and North. In addition, they have secured physical spaces, community
centers, for their work. Depending on the neighborhood needs, they
use these multi-service places for health clinics, training workshops,
and daycare (Yonder and Tamaki 2010; Purushothaman et al. 2010).

These features contribute to healthier living for all slum dwellers but
aid women and girls disproportionately. For example, the provision of
water relieves women and girls of the daily burden of securing the fam-
ily’s water supply; supporting a women’s center offers services of benefit
to the whole population but at the same time validates women’s roles as
leaders by strengthening their group identity, offering visibility, and for-
malizing their positions in the community (Yonder and Tamaki 2010: 1).

In the developed world, neighborhood revitalization processes do not
have to address the basic service and layout provisions described previ-
ously, but they do include improving the physical conditions of deterio-
rated and obsolete housing and providing easily accessible community
services and open space. In some instances, public and nongovernmen-
tal organizations sponsor wholesale clearance and reconstruction of
neighborhoods according to the standards listed earlier. Examples from
the United States include the HOPE VI program, which has rebuilt run-
down public housing projects in many cities, and Richmond, Virginia’s
Neighborhoods in Bloom program of targeted investment in selected
neighborhoods for capital improvements (e.g., street improvements,
lighting), rehabilitation of dilapidated housing, construction of infill
housing, and code enforcement, coupled with loans for extinguish-
ing violations. Again, these improvements are not gender specific, but
due to the high incidence of female-headed households and children
in these types of neighborhoods, the improvements result in healthier
neighborhoods for women and girls. Within the gender-specific inter-
ventions is the provision of women-managed community centers offer-
ing space for education, health care, and temporary housing (Yonder
and Tamaki 2010: 83).

Infrastructure

Infrastructure is expensive and thus forces a preference for high-den-
sity neighborhoods, those featuring attached, clustered, or multifamily
housing, that justify and support capital investments in hard infrastruc-
ture (e.g., transportation, water/sanitation) and soft infrastructure (e.g.,
schools, health clinics). An essential feature is a comprehensive trans-
portation network that knits a city’s neighborhoods together and affords
opportunities for taking advantage of regional employment and/or
such large-scale citywide facilities as hospitals, large-scale cultural and
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sports venues, specialty stores, and other facilities that require a large
population base for support. Such a system offers modal choice and has
interconnected streets, pedestrian ways, and bike paths. Designs incor-
porating minimal dead-end ways (or cul-de-sacs) and small blocks often
meet this goal; this specification encourages but does not require grid
layouts. Some cities, including New York, have determined standards for
maximum size of blocks (200 feet by 300 feet in New York City) (Active
Design Guidelines 2010: 37). Such standards are not universal but are
dependent on many factors, including climate, land availability, and cul-
tural customs.

The transportation network should provide for trips of different dura-
tions and lengths and should allow for different modes—pedestrian,
mass transit, vehicular. Thus, its components (streets, sidewalks, under-
ground facilities such as pedestrian tunnels, metros, bike paths) need to
be wide enough to take care of many kinds of vehicular and foot traffic
but not so wide as to discourage walking, and they should be well lit so
as to provide for safety at all times of day. Addressing questions of street
width takes design imagination. Safety requirements (e.g., access by fire
engines) and surface mass transit (e.g., bus rapid transit [BRT]) stan-
dards call for wide streets (e.g., the U.S. standard for fire engines is 20
feet plus parking with a 100- to 150-foot turning radius; the BRT lane
requirement is 20 to 80 feet), but such roadways are not conducive to
pedestrian or bike traffic. Resolving this conflict includes carving “ref-
uge” islands in the center of right of ways and providing underground
passageways, signals with countdowns, and buffered pedestrian and
bike paths (Active Design Guidelines 2010: 41).

Sidewalks merit much attention. First and foremost, they are nec-
essary, not optional, features. In both the developing and developed
countries, a tendency to favor vehicles over pedestrians has led to the
construction of neighborhood-piercing limited-access highways and
other road-building schemes where sidewalks and their ongoing main-
tenance are totally absent. Rectifying this lack of attention to pedes-
trians is of highest importance to women and girls, who often do not
have other mobility resources. Second, sidewalks should be built wide
enough to accommodate sufficient traffic (e.g., the New York City stan-
dard is that sidewalks accommodate twelve people per minute per
yard (Active Design Guidelines 2010: 41). Third, sidewalks should be well
appointed: Ideally, they should be well lit with continuous, well-drained,
smooth surfaces; accessible to the disabled, elderly, and baby carriages;
supplied with drinking fountains and seating; and buffered from vehic-
ular traffic and bicycle traffic. Bike paths have the same requirements
as sidewalks with the added demand for space for bike storage at home
and at all destinations (work, retail, recreation).
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A well-designed transportation network encourages more people to
be on the street, a phenomenon that has many positive health outcomes.
First, these arrangements foster personal safety. A well-known fact of
urban life is that the more “eyes” that are on the street, the less crime
will occur (Jacobs 1961). So offering sidewalks, bike paths, mass tran-
sit, as well as venues to go to—stores, schools, jobs, and so forth—brings
people, especially women, into the public realm. Second, the presence
of sidewalks, bike paths, and mass transit encourages more physical ac-
tivity and gives people reasons for walking to easy-to-reach community
services, transit stations, stores, and open space. (In the United States
an acceptable walking distance is a half or quarter mile, depending
on the type of venue. A child can walk a half mile to school; a mother
might want to walk only a quarter mile to a grocery store.) Many manu-
als that explain and set out the standards for such designs exist (Ameri-
can Planning Association 2006; Hack et al. 2009). With obesity reaching
epidemic proportions in cities worldwide and urban women being most
prone to the condition, providing opportunities for physical activity like
walking is a critical design imperative. Third, once people are on the
street, public and private decision-makers have reasons to make the ways
more attractive. The presence of people provides a rationale through
either the ballot box or the pocketbook for these decision-makers to
offer attractive landscapes (trees, flowers, public art) and streetscapes
that avoid blank walls (e.g., shop windows), curb cuts, and other impedi-
ments to the pleasant pedestrian experience. User-friendly public spaces
create a virtuous circle that reinforces and enhances the original use.

In addition to a comprehensive transportation network, a second
infrastructural element is green infrastructure, a system of open spaces
of varying sizes and other such design features as rain barrels and green
roofs and walls, woven into the system in appropriate places. Green
infrastructure provides drainage for storm water, offers opportunities
for rainwater collection and storage, serves recreational uses—play-
grounds with permeable surfaces accomplish this end—and supplies
the “real estate” for water and sewer pipes where they are nonexistent
(Birch and Wachter 2008). Retrofitting these features in an informal
settlement in the developing world or an area of concentrated poverty
in the developed world is quite possible but may require selective clear-
ance of buildings. However, knitting green infrastructure into cities in
the developed and developing world is occurring with increasing fre-
quency, especially in places that use its features to enhance inadequate
sewers and public space amenities. Exemplary work in this regard has
occurred in Philadelphia, Sao Paolo, and elsewhere.

Last but not least is the infrastructure pertaining to community ser-
vices (e.g., schools and health clinics). The key here is to provide decen-
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tralized, neighborhood-based facilities accessible safely and conveniently
to women of all ages.

Exemplary Design Guidance and Projects

In recent years, public policymakers and their advisors have devoted
considerable thought to designing healthy cities, neighborhoods, and
homes. Some of this thinking is directly attributable to the presence of
the Millennium Development Goals outlined by the United Nations in
2000 that set worldwide poverty reduction objectives to be achieved by
2015. Although these goals are not specifically focused on urban places
or on women, their achievement would improve the urban environ-
ments and women’s lives and health. Each of the eight goals has a direct
or indirect urban planning and design implication and has triggered
special studies to monitor progress, which in turn have stimulated addi-
tional research to establish standards and publicize best practices.

An example of such a study is the World Health Organization’s Com-
mission on Social Determinants of Health, whose final report devotes
many pages to urban life and states that while infectious diseases still
dominate, “urbanization itself is reshaping population health prob-
lems” to include obesity, violence and crime, traffic accidents, and neu-
ropsychiatric disorders that urban planning and design guided by the
principles discussed in the previous section of this chapter can help
alleviate (WHO 2008a: 62, 66). Other examples are WHO’s Global Age-
Friendly Cities: A Guide (WHO 2007a), the United Nations’ Millennium
Project’s Task Force on Improving the Lives of Slum Dwellers (United
Nations 2005), and the U.S. Green Building Council’s LEED-ND codes
that also support the general principles of land use and transportation
outlined in this chapter (Plouffe and Kalache 2010).

Individual cities have become involved as well. Between 2009 and
2010, New York City published its Active Design Guidelines, adjusted its
zoning and building codes to require such things as bike-storage facil-
ities in new residential and commercial buildings, laid out miles of
dedicated bike paths, and converted critical streets like Broadway in
Manhattan’s Theater District to open space. Long-term projects include
a massive rehabilitation of abandoned and deteriorated housing that
took place between 1980 and 2000, the construction of sewage pollu-
tion control plants and a new water tunnel, and heavy investment in
mass transit.

In the developing world, many cities have adopted a number of the
principles relating to transportation choices including Curitiba, Bra-
zil (noted for its BRT), and Bogota, Colombia (noted for substituting a
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BRT and bike system for a costly subway). Since 1993, Medellin, Colom-
bia, evolved its Integral Urban Project, a multisector slum-upgrading
program that has received worldwide attention for its originality (e.g.,
using cable cars to transport 40,000 people daily in one formerly inac-
cessible neighborhood; carving out space in multipurpose community
centers and parks around stations) and effectiveness (including exten-
sive community participation and government agency coordination)
(Blanco and Kobayashi 2009) (see Chapter 10). Further, women in
Mumbai slums have organized with the help of professional women to
secure basic services such as water, sanitation, and better housing (see
Chapter 6).

UN-HABITAT’s 100 Cities Initiative, a Web-based information por-
tal announced in April 2010 as part of UN-HABITAT’s World Urban
Campaign, gives further publicity to ongoing individual city efforts that
directly and indirectly promote better women’s health. Available in beta
form at www.100citiesinitiative.org, it details projects in several cities.
Philadelphia is one example; the Web site highlights its water and san-
itation improvement plans, community gardens, and fresh food initia-
tives, all efforts that have the potential to improve women’s health in
the city’s neighborhoods of concentrated poverty.

Conclusion

As Neal Peirce wrote in Century of the City: No Time to Lose, “notwithstand-
ing the staggering challenges that 21st century cities face, great fonts
of knowledge, skills and both local and global networks do exist and
are poised to be tapped. If the world’s cities seize these opportunities,
they will have more than a fighting chance of succeeding; ignore them
and blind forces . . . may set this urban century on a destructive course”
(Peirce and Johnson with Peters 2008: 53). This statement applies force-
fully to the situation related to cities and women’s health. Public and
private decision-makers, scholars, professionals, and citizens realize
that challenges are massive and known, as the contextual discussion of
this chapter exhibited. The scale and speed of urbanization, the demo-
graphic shifts, particularly related to aging, and the shape of the global
economy have specific implications for the health of women and that of
their families. Further, the knowledge among the fields needed to meet
the anticipated challenges exists. This chapter focused on the general
design principles that will assist in bettering the physical urban envi-
ronment, ones that can be boiled down into a few simple ideas—mixed
land use, good transportation, plentiful open space, affordable, durable
housing, recognition of the needs of women across their age span, and
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so forth. These ideas are only one part of the story. Improving women’s
health demands collaborative work among a variety of professionals, ex-
tensive consultation, education at all levels, and most important a belief
in the power of linking research and practice in the field of urban plan-
ning and design to research and practice in the field of women’s health.



Chapter 6

Are Women Victims, or Are They Warriors?

Sheela Patel

The health hazards posed by living in a slum are by now well docu-
mented: From quality of housing to access to clean water, the urban
poor are highly vulnerable to a number of health problems, many of
which affect women disproportionately. Women and their survival strat-
egies form the foundation of how poor communities subsist in cities, yet
most programs do not truly address their needs or make use of their
resources. Most urban health interventions simply provide short-term
fixes and do not build women’s capabilities to deal with the ongoing
issues with which they struggle on a daily basis. If a woman is given a
prescription for medicine to alleviate her cough yet continues to spend
much of her day in a tiny shack inhaling fumes from her cooking stove
and from the vehicles speeding past outside, she will continue to have
respiratory trouble. If she is instructed on how to cook healthy meals for
her family yet cannot afford to buy enough food, her children will con-
tinue to suffer from malnourishment. If she is educated about the im-
portance of sanitation but has no access to clean water, her family will
continue to contract gastrointestinal disease.

Simply seeking to “manage poverty”—to make the existing system
work better for marginalized people—may help a few in the short term.
Yet transformation of the lives of the poor is a marathon rather than
a 100-meter dash. To truly improve health outcomes for poor commu-
nities in urban areas, and particularly for poor women, development
and health professionals must work with communities to address the
underlying issues of habitat and environment that play a major role in
well-being.

Despite all the challenges facing them, women are not simply wait-
ing for help to arrive. Rather, women in urban communities across
India and dozens of other countries are already taking steps to address
the problems presented by their habitats. They are saving money for
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new and improved houses, negotiating with officials for access to water
and electricity, and even building their own community toilet blocks.
Though women are often treated as victims, they are warriors. It is sim-
ply a question of lighting their fire.

The Alliance: SPARC, Mahila Milan, and NSDF

The Society for Promotion of Area Resource Centres (SPARC) is a non-
governmental organization (NGO) that was established in Mumbai
in 1984 by a group of professionals who sought to explore new ways
of working with the urban poor. SPARC’s initial work in Mumbai was
with pavement dwellers and focused specifically on women. SPARC sup-
ported pavement women in forming a network of neighborhood col-
lectives called Mahila Milan—Hindi for “women together.” These
collectives provided a means for women to build their confidence while
addressing tangible problems in their lives.

In 1986, the National Slum Dwellers Federation (NSDF), which at
that time was a federation of slum community leaders from eight cities
in India, sought an alliance with these newly emerging neighborhood
collectives in Mumbai. The NSDF was addressing issues of eviction and
seeking to build and develop a sense of identity for slum and pavement
dwellers in the city. The NSDF explored a strategy to provide access to
city services and resources by pavement dwellers.

SPARC’s role has been mainly one of assistance to NSDF and Mahila
Milan in building their leadership by providing organizational out-
reach, facilitating the exploration of new strategies and activities, and
opening spaces for the organizations of the poor to begin dialogue (and
hopefully partnerships) with various levels of government to address
issues of poverty. NSDF and Mahila Milan have developed leaders who
undertake these activities on an ongoing basis. As the poor have estab-
lished their needs and priorities, SPARC has sought to support the poor
in their transformation from passive beneficiaries and supplicants to
active participants in changing their own life situations, acting as a
bridge between the formal and informal world in the dialogue on devel-
opment priorities.

NSDF and Mahila Milan groups meet regularly and participate in fre-
quent exchange visits with groups in other cities, states, and even coun-
tries to learn about one another’s strategies and approaches. When a
local federation devises new solutions to address a problem, it shares
them with the rest of the alliance. This strategy builds confidence by
showing local groups that change is possible and helps the poor use pro-
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cesses developed in other cities to demand similar changes in their own
city. It also builds a critical mass of the urban poor who support each
other while striving to collectively bring change to their settlements.
Real change takes time, requiring patience, persistence, and long-term
strategic thinking; the support of the alliance helps local groups main-
tain morale and motivation throughout the process. These activities
and their impact on the lives of the urban poor are discussed in greater
detail later in this chapter.

Urbanization in India

To the international community, the narrative of the past decade in
India is one of phenomenal economic growth and a vast increase in
opportunity—the India of global trade and information technology
outsourcing. Less frequently noted is a correspondingly massive growth
in India’s urban population and the vast increase in the numbers of
urban poor, visible in the vast slums that characterize most Indian cit-
ies and the terrible conditions in which millions work and live (Figure
6.1). The economic strides India has made in the past few years are real

Figure 6.1. Dharavi slum in Mumbai. (Photo courtesy of the Society for Pro-
motion of Area Resource Centres [SPARC], the federations, and friends of
SPARC.)
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and significant, yet if India does not rise to the challenges presented by
rapid urban growth, it will struggle for years to come to translate eco-
nomic gain into improved quality of life for its people. Simply put, if
government officials cannot deal with the migration that they are see-
ing in their cities today, what will they do ten years from now?

If we are to truly tackle the challenge of creating healthy cities, then
we must address the urban poor’s lack of sanitation, adequate hous-
ing, and basic services. The practice of blaming the urban poor for
their situation and their cities’ troubles has emerged from a perception
among planners and governments that urbanization, particularly when
it means the migration of the poor into cities, is an unhealthy trend. In
India, this attitude has resulted in the allocation of development funds
to unsuccessful attempts to reverse the flow of people from rural to
urban areas, while neglecting urban investment for fear of “encourag-
ing the poor” to come to the city.

Though government officials in India have begun to recognize and
take steps toward addressing the plight of the urban poor in recent
years, the desires of private developers still take priority in most cities’
urban policies. The textile mills of Mumbai, for example, though long
empty, have largely been sold to private developers rather than brought
back in to the public space as part of an urban renewal strategy. Mean-
while, nearly 60 percent of the city’s population live in slums, many of
which lack basic services and facilities.

Such myopia regarding urban development is not confined to India.
Countries around the world face similar challenges as development and
urbanization proceed at a breakneck pace.

Women in India

Although India guarantees its citizens a number of fundamental rights,
including the right to equality, women continue to be second-class citi-
zens in many regions and in many aspects of life. Despite laws requiring
equal pay for equal work, men outearn women by anywhere from 50 to
90 percent. Though child marriages were outlawed in 1929, 40 percent
of all child marriages in the world still take place in India (UNICEF
2008). Likewise, although dowries were prohibited in 1961, the practice
is still widespread in many regions. Perhaps most troubling of all, the
United Nations Development Programme estimates that an estimated
42 million Indian women—the highest number in the Asia-Pacific re-
gion—are “missing” due to sex-selective abortion, infanticide, and dis-
criminatory treatment in access to nutrition, health care, and other
basic needs (UNDP 2010).
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A great deal of research thus far has focused on the plight of women
in rural and northern areas of India, where gender imbalances are
higher and economic prospects bleaker. Relatively little research has
been done on health outcomes for women living in cities, who represent
a rapidly growing percentage of the Indian—and world—population.
The impacts of the urban environment on women are only beginning
to be understood, but it is clear that they are significant and important.

Women are often dismissed, along with children and the elderly, as
vulnerable and helpless victims in need of external assistance or inter-
vention. Yet in the alliance’s experience working with women in slums
across India, nothing could be farther from the truth. By working
together, women can assert their strength in powerful ways.

Urban Development and Women's Health

Until communities and households have access to safe water, sanitation,
and basic amenities, the impact of poor people’s environments over-
whelms any effects of habits and practices, medicines, or nutrition.
From overly crowded living spaces to lack of access to clean water, life in
the slums presents a number of threats to residents’ health.

Slum populations exhibit higher rates than the general population of
nearly all major illnesses. At any given time, an estimated 4 to 8 percent
of the slum population in India is suffering from a short-term illness,
with an additional 3 to 6 percent suffering from chronic disease (Karn,
Shikura, and Harada 2003). Incidence of disease and other health prob-
lems in urban areas are negatively correlated with water consumption,
housing quality, family income, and literacy: As each of these indicators
goes up, disease rates go down. Most discussions of women’s health are
confined to issues of family planning and reproductive health. Yet it is
becoming clear that a number of health issues affect women differently,
and often more severely, than men.

Health issues are often treated as technical problems to be fixed with
technocratic solutions. Yet health cannot be divorced from the politics
of power and decision-making. Addressing urban women’s health issues
is not a simple matter of fixing the health system, utilizing new health
technologies, or improving health service delivery; it requires funda-
mental changes to the politics that produce the framework of inclusion
and exclusion. Real, lasting improvement to women’s health requires a
different approach to decision-making, one that brings the urban poor,
and women in particular, into the process.

The following pages provide an overview of the health issues with
which poor urban women struggle, and a glimpse at the ways in which
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they are working to overcome the systemic problems that produce poor
health outcomes.

Migration

In India, a city’s economic growth spurs population growth, as those liv-
ing in rural areas leave their villages to escape grinding poverty, hoping
to make their fortunes in the big city. Though the real city is a far cry
from the glamorous Bombay of Bollywood films, for most it is still bet-
ter than home—for all the dirt and noise, even children can earn more
as trash pickers in the city than entire families can earn in rural vil-
lages. In the city, nearly everyone can find a way to get two square meals
a day. Consequently, a vast informal sector of unskilled workers—day
laborers, rickshaw wallahs, street food vendors, maids—has sprung up
in many cities to serve the burgeoning middle and upper classes.

Men come to the city from the villages to work, and they sleep on the
pavements or rent rooms with dozens of others. It is only when women
come to join their husbands and start families that huts begin to spring
up on the pavements and in the slums (Figure 6.2). Yet municipalities
often persist in portraying slum and pavement dwellers as dangerous,
dirty criminals rather than acknowledging that the vast majority are
simply families who have nowhere else to go. For many years, the state
persisted in demolishing slum and pavement dwellers’” huts, unwilling to
acknowledge any responsibility to help the poorest, most marginalized
people in the city. As urban areas grow by leaps and bounds, however, it
is becoming increasingly clear that the existing infrastructure, housing,
and service provision are woefully inadequate.

Sanitation and Waste Disposal

Sanitation and drainage have been recognized as important factors in
urban health for over a century. The first investment in a comprehen-
sive drainage system in Mumbai (then Bombay) was the result of an
intervention by French and Egyptian representatives at a conference on
cholera in 1867. Bombay, referred to as a “cholera nest,” was seen as
a threat to public health worldwide; subsequently, quarantine restric-
tions were imposed by the Egyptian Board of Health on ships carrying
pilgrims departing from Bombay. Arthur Crawford, the then munici-
pal commissioner of Bombay, argued that to maintain the city’s role as
an important port within the British Empire and to overcome the fear
of exporting cholera, financial assistance was required to improve the
city’s sanitation (Dossal 1991; Harrison 1994).



Figure 6.2. A waste picker in the Byculla pavement settlements in Mum-

bai segregates material to sell. This 4-foot-wide dwelling is about 65 square
feet, which explains why water cans and clothing are stored on the dwell-
ing’s exterior. The ladder leads to a mezzanine level where younger children
sleep. (Photo courtesy of the Society for Promotion of Area Resource Centres
[SPARC], the federations, and friends of SPARC.)
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In the twenty-first century, the city still struggles to meet its sanita-
tion needs. When city authorities sought a loan from the World Bank
to expand its sewer systems and improve waste treatment, for example,
it neglected the fact that over 50 percent of Mumbai’s population live
in slums and informal settlements with limited access to toilets. Con-
sequently, a huge amount of the city’s fecal waste would not even go
into the sewers planned to treat its waste: Although some formal build-
ings may have toilets connected to the city’s sewer system, much of the
waste in slums is disposed of, untreated, in storm drains that often flow
directly into a canal, river, lake, or the sea, posing a health threat to the
broader city.

Therefore, the priority from the point of view of informal settlements
is the provision of toilets rather than the development of the city’s sewer
systems. The Brihanmumbai Municipal Corporation (BMC) responded
to this problem by offering to provide minimum sanitation for 1 mil-
lion people who did not have access to sanitation infrastructure—about
a fifth of the total number lacking adequate sanitation facilities. Yet
the provision of universal minimum sanitation has yet to be addressed
systematically.

The lack of toilets presents a particularly severe problem for women.
Concerns about modesty and harassment lead many to eat and drink
less in order to minimize defecation, resulting in malnourishment, or
to suppress defecation and urination till the cover of night, causing
damage to internal organs in extreme cases. Although more girls are
going to school, more are also leaving school at an early age, especially
with the onset of puberty, due to the lack of toilet facilities at or near
schools, as discussed further in Chapter 3.

Water

Water consumption among slum dwellers is extremely low—estimated
to be between 26 and 33 liters per capita per day in Mumbai, far less
than the citywide average of 135 liters per day (Karn, Shikura, and
Harada 2003). This fact is worrisome in and of itself, suggesting that
slum dwellers do not have enough water with which to drink or wash.
Yet not only do slum households consume less water, but the water they
drink from their taps is often contaminated: Though most large cit-
ies in the developing world treat their water supply, contaminated tap
water is a frequent problem. Families who can afford to purchase water
filtration systems do so, but families living in the slums must use the
unfiltered tap water and hope for the best. The World Bank estimates
that 21 percent of communicable diseases in India are related to unsafe
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water (Reuters 2010); in urban slums, water-related diseases are, unsur-
prisingly, a major problem. The annual incidence rates of diarrhea,
typhoid, and malaria are estimated as 614, 68, and 126 cases per thou-
sand people, respectively—much higher rates than are found in the
country overall.

Furthermore, children are more likely to become ill from water-related
diseases than adults are, and are at increased risk of death from water-
borne illnesses, particularly diarrhea—the leading cause of death for
children under 5. Since women are children’s primary caregivers, more
childhood disease translates into an increased burden for women, as well
as an increased risk of their becoming ill themselves.

Malaria, usually associated with poor rural areas, is a growing prob-
lem in India’s cities, particularly in slum areas. Pools of water at con-
struction sites, in trash heaps, and in cisterns, where it is stored due to
inadequate piped water supply, create breeding grounds for the mos-
quitoes that spread the disease. Urban incidences of malaria have gone
from being a negligible problem in the 1950s to approximately 15 per-
cent of malaria cases in India today. Improved water provision, drain-
age, and trash collection would reduce the number of breeding sites for
malarial mosquitoes and help eradicate the disease in urban areas.

Water issues are particularly significant for women, who spend most of
their time in the home carrying out domestic tasks, many of which—par-
ticularly cooking and cleaning—require the use of water. Furthermore,
the tasks of water collection and waste management are traditionally
women’s responsibility, so when water and sanitation services are not
available or functional, the impact is heaviest upon women.

Household and Public Space

Tuberculosis has long been common in urban areas where large num-
bers of people live in close quarters. Unsurprisingly, then, as India
urbanizes, tuberculosis cases are on the rise. Poor nutrition and sanita-
tion make people more susceptible to the disease, and cramped living
conditions contribute to its spread. The median floor area of homes in
slum areas in India is approximately 10 square meters (approximately
2.2 square meters per capita), while pavement dwellers’ households have
an average floor area of 8 square meters (Karn, Shikura, and Harada
2003). Such close quarters contribute to the spread of disease and the
spread of tuberculosis, in particular: The tuberculosis rate is 7 to 18
cases per thousand people in Mumbai as compared to just 3.3 cases
per thousand people in India overall. India currently accounts for one
fifth of all tuberculosis cases globally, with an estimated 330,000 Indi-
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ans dying of tuberculosis each year. Improvements in urban sanitation
and living conditions would help reduce these numbers as more people
flock to cities and end up in slums.

Women, who spend more time in the home than other family mem-
bers, are most affected by cramped living conditions. They also bear
the brunt of household-specific environmental hazards, from inhaling
smoke and chemicals from the stoves and fires kept in cramped houses
to breathing harmful fumes from burning trash.

Common space is extremely important in the daily life of slum dwell-
ers: Since the private space inside homes is often limited, common areas
outside provide space to carry out such tasks as washing and bathing as
well as to socialize and interact. This space is especially important for
women and children, who are largely confined to a small area near their
homes, making the availability and quality of common space critical
to the well-being of women and children living in slums. In many slum
areas, however, the constant parade of motor vehicles poses a safety
threat, and exhaust fumes contribute to respiratory problems. Further,
inadequate trash collection allows huge piles of household waste to
accumulate in streets and alleyways, providing a breeding ground for
germs and mosquitoes alike.

Reproductive Health and HIV/AIDS

Though women living in urban areas are often assumed to have access
to reproductive health services at city hospitals and clinics, this is not
usually the case for women living in the slums and on the pavements.
One study conducted by the India Institute of Public Health found that
women who lived in slums had significantly less access to reproduc-
tive health services, from contraception to skilled birth assistants, than
women who did not live in slums (Hazarika 2010).

Urban development and migration have also contributed to rising
HIV/AIDS rates among Indian women. Heavy urban concentrations,
migratory patterns, extreme poverty, and insufficient health infrastruc-
ture have been linked time and time again to the spread of HIV (Zulu,
Dodoo, and Ezeh 2004). Poor women who migrate to the city and find
themselves without work or income may be forced to resort to sex work
to earn a living, which puts them at extremely high risk of contract-
ing HIV.

Consequently, UN-HABITAT 2010b states that women living in urban
slums are at greater risk of contracting HIV/AIDS than those in rural
areas (UN-HABITAT 2010b). Furthermore, for those who are HIV pos-
itive, the high risk of disease in slum areas presents a serious threat
to their compromised immune systems. Health interventions targeting
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people with HIV/AIDS may be futile if the individuals being treated go
home to slums with no clean water and no sanitation system.

Addressing Habitat-Linked Health Issues

UN-HABITAT’s recent State of the World’s Cities 2010-2011 report cites
provision of basic services and development in slum settlements, secu-
rity of tenure to poor families in slums, and involvement of the poor in
decision-making and community development efforts as three impor-
tant components of efforts to eliminate slums. A discussion of strategies
for involving women in improving their communities follows.

Working with Women

Many health professionals, however committed they may be to women,
see women primarily as beneficiaries and consumers of professionals’
information and health solutions. Under the guise of helping women,
health professionals all too often simply tell women what they must do.
And yet the information that professionals offer is often grossly ill-suited
to the reality of women’s situations. Health workers talk to poor women
who have no access to clean water about hygiene and washing hands, or
train women in providing nutritious meals to their children when the
family hardly has enough money to buy enough food each day.

Health workers must think carefully about how to communicate
insights and knowledge to women in a way that is relevant to their lives.
Many of the outcomes health professionals hope to achieve are not pos-
sible within the existing health system. Rather, it is necessary to change
the politics underlying the framework of who is included and who is
excluded in development outcomes—a task that requires a different way
of bringing people and women into the process.

Surveys

The power of knowledge is one of the most important tools poor urban
communities have. In many cities, little to no accurate information
about slum dwellers—their numbers, their length of tenure, their live-
lihoods, their living conditions—exists. The assumptions made about
the urban poor are consequently prejudiced and inaccurate. The urban
poor are not drug addicts, thieves, or freeloaders, but hard-working
families down on their luck with no place to go. They are employed as
maids, cooks, trash pickers, and laborers. They are not “freeloading”
on the city—rather, they often pay above market rate for basic services
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like water and electricity. Perhaps most important, slum and pavement
dwellers can afford to survive in the city on the low wages they are earn-
ing only because they are living on the pavements and have low housing
costs. Cities cannot clear the streets of pavement dwellers without losing
the low-wage workers on which their economies are built unless they are
willing to help provide low-cost housing.

Therefore, forcing city authorities to face the facts of urbanization is
often the first step in achieving the goals of safe and healthy living con-
ditions for the urban poor. The simple act of asserting these facts can
be immensely powerful. Conducting a census of a slum or pavement set-
tlement is a way for communities to communicate with those in power
using the “official” language of numbers and statistics. Furthermore,
by collecting information themselves, the urban poor learn about their
neighbors, their communities, and their collective strength, all while
bringing rich background information and context to the raw numbers.

Negotiation

Even short-term interventions are usually more effective when under-
taken by communities rather than imposed by outsiders. Furthermore,
the process of working together to solve health problems within a com-
munity can help build trust among women that can serve as the founda-
tion for collective work to address their underlying problems.

Although they have no professional health training, the women of
Mahila Milan collectively took on that role in their weekly meetings,
which focused on sharing knowledge and experiences. In a commu-
nity atmosphere, women were able to explore stories and experiences
related to health that they might not have felt comfortable sharing in
an atmosphere dominated by professionals. This trusting, comfortable
environment allowed women to admit their health problems and seek
help from health professionals. Women from the collectives therefore
became partners with the health and social work professionals in clos-
ing the communication gap between their groups.

For example, for many years when the pavement women of Byculla
took family members to the hospital for medical care, they were often
told that they would have to provide blood or expensive medication be-
fore the patient could be admitted—items the women could not afford.
Yet as one Mahila Milan leader, Samina, explained, things changed
when these women joined Mahila Milan and decided to go to the doc-
tor as a group. “Now Mahila Milan goes together if anybody needs to go
to the hospital,” she said. “If they are told to go and get the blood or go
and get the medicine, we call not one doctor but five doctors, and we
ask them, ‘Who’s this hospital meant for? This hospital is meant for the
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very poor, and the poor don’t have the money to get blood, and they
don’t have the money to get medicine. Otherwise, say it is a rich peo-
ple’s hospital. But you know that rich people don’t come here—they go
to their own hospital and they do their own treatment.” After explaining
this to the doctors, the doctors help us get blood or they give us some
blood and we pay for some of it. They also explained to us that there are
government sources where you can get cheaper or free medicine.” The
support of the group gives the women the courage to assert their needs
and constraints to those who had previously intimidated them.

After SPARC had been working with the women of the Byculla pave-
ments for about six months, the pavement women came to the SPARC
staff and told them, “Now we groups of women can get our services. We
can go and heckle the doctor in the hospital and make sure we get some
help. We can deal with the education system; we can learn some of these
tricks. But what we can’t do is work towards getting a secure home for
the next generation of children. We don’t want our grandchildren to be
living in the same spaces that we are.” It was clear that although women
had learned to use their collective power to make the existing system
work for them, they were running up against the limits of the system
itself. True change to their lives would require change to their housing,
shelter, and infrastructure—to the very politics of land and space.

Toward that end, a critically important factor in women’s health and
well-being is their ability to negotiate with powerful institutions. Poor
people do not have the luxury of making demands based on abstract
principles and sticking to them. They must negotiate and dialogue with
their tormentors if they hope to see changes in their lives. As they are
denied access to many traditional avenues of power and authority, poor
women are often forced to plead with those in power for aid or assis-
tance. To escape the position of eternal supplicant, they must be stra-
tegic. By utilizing the power of association, women have learned to
collectively negotiate with academics, government officials, and repre-
sentatives of international development agencies. This process of dia-
logue and negotiation is critical not only for poor women who seek
straightforward medical care, but also for those who seek to improve
their fundamental living conditions by upgrading their homes or build-
ing a new community toilet.

Involvement of the Poor in Planning Processes

A contributing factor in India’s difficulty in dealing with the growth of
cities is a preponderance of archaic planning laws that provide only for
the needs of the formal economy, despite the fact that huge segments of
the urban population, particularly the poor, work in the informal sec-
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tor. The wealthy live in the central city, while the poor who provide the
services upon which they depend are pushed farther and farther into
the city’s outskirts, where services and infrastructure are scarcer. As a
result, often the only way most poor people can get a piece of land in
an area amenable to their livelihood is to encroach it, and the only way
they can access amenities and services is to purchase them from a mid-
dleman, many of whom steal resources from the municipality.

Furthermore, even when the city does attempt to provide services to
the poor, it often fails to take their actual needs and priorities into ac-
count. Because housing strategies are supply driven and centrally man-
aged, they rarely reach the poor. Likewise, housing and toilet designs
themselves are often ill suited to the needs of the poor, and particu-
larly to the specific needs of poor women. Professional planners, archi-
tects, and engineers have failed to involve the poor, especially women,
in the process of designing and building their own homes. Instead, city
governments pull out the same old standard designs—expensive, dif-
ficult to maintain, and mostly doomed to failure. Despite their unin-
spiring track record, these standard models are duplicated again and
again. Fresh, workable ideas for community improvements are badly
needed. Yet they can emerge only from the perspectives of those who
understand the communities in question—that is, the poor themselves.
It is from the process of community experimentation that new stan-
dards emerge.

SPARC has therefore taken it upon itself to support slum and pave-
ment communities in putting forth their own designs for structures
and services. In preparation for the first SPARC housing exhibition,
held at the Byculla Area Resource Centre in 1986, the Mahila Milan
women acquired a mature understanding of matters relating to hous-
ing, from the costs of building materials to the process of construction.
The women worked with engineers to construct life-sized model houses
out of cardboard, cloth, and wood, and showed the engineers how big
the kitchen should be and where to put the drain. With these houses
they conveyed to the municipality and to architects which features were
most important to them and what they could afford. For example, the
women designed houses with lofts, permitting privacy for more than
one generation to live together while keeping costs low. They also opted
for community toilet blocks rather than individual household toilets,
maximizing household space while improving hygiene by keeping toi-
lets far from spaces used for cooking, eating, and sleeping. In this way,
women are able to play an active role in creating spaces that are healthy
and functional for them and their families.

Another design innovation was the idea of community toilet blocks
built with communal spaces around or above the toilet itself. In densely
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populated slums, where there is little public space for people to gather,
creating such a space in or above a community toilet is often an attrac-
tive proposition. The creation of such communal spaces also begins to
transform the manner in which people relate to the structure, as they
have an incentive to keep the toilets clean and functional. Some com-
munities have also built caretaker’s rooms atop the toilet blocks, provid-
ing an incentive for caretakers to do their jobs while providing a secure
place for the person undertaking that job.

Furthermore, women are not only negotiating for changes to their
housing, but learning to do the construction itself to upgrade their
homes. Community toilet-building programs help the poor, particularly
women, develop marketable skills and experiment with new solutions.
Once women have learned to build toilets for their own communities,
they are able to find work as contractors, helping other communities
build toilets while bringing in a steady income.

Savings

When people hear “microfinance,” they tend to think of microcredit—
the small loans provided by NGOs and banks. Microsavings are much
less widely known, yet they are actually more important to the poorest
of the poor. Recent studies of microfinance show stronger effects for mi-
crosavings programs than for the more prevalent microcredit (Dupas
and Robinson 2009). Research also suggests that although microfinance
has an impact on people’s lives, for most, it does not seem to provide a
pathway out of poverty. The true value in microfinance may lie in what
SPARC and Mahila Milan have been doing for years: helping the poor get
through periods of financial instability and manage cash flow problems.

Mahila Milan’s savings and credit programs build trust within a com-
munity. Women leaders visit every home in their community every eve-
ning to collect small amounts of money—typically no more than the
change left over from a household’s grocery purchases (Figure 6.3). For
very, very poor households, even this small amount is a very important
starting point in putting savings aside. Communities use these small sav-
ings to create a structure by which they learn to lend to each other, and
in most cases, this lending is very humble: a few rupees to buy groceries
when money is low or to buy a bus pass to go find a job. Yet larger loans
are also available for emergencies—when a family member is sick or
injured and needs to go to the hospital, for example. Over time, women
increase their savings as much as they are able to, and many start saving
for larger goals such as new housing.

Since every home is visited every day, members of the community know
how others are doing and are there to support one another. If a woman
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Figure 6.3. Dr. Lindiwe Sisulu, then housing minister of South Africa, accom-
panying the Mahila Milan on their daily savings round. Dr. Sisulu had visited
India in 2005 to inaugurate Milan Nagar, a precedent-setting housing proj-
ect constructed by Mahila Milan to house the pavement dwellers of Byculla,
Mumbai. (Photo courtesy of Society for Promotion of Area Resource Centres
[SPARC], the federations, and friends of SPARC.)

is facing violence in the house, the group knows it. If there’s an illness in
the family, the group knows it. In this way, the women support one an-
other and their families through whatever crisis they are going through.
Women get to know and trust one another—a critical step in building
their ability to negotiate with the city for improvements in their lives.

From the savings process, the women also learn financial literacy.
Since most women living in slums and on pavements are illiterate, they
learn best through transactions. This process allows people control
over their financial situations, the security of knowing that emergen-
cies will not result in economic devastation, and the luxury of planning
for the future.

Community Exchanges

Community exchange programs, in which members of poor communi-
ties visit each other’s settlements to learn about each other’s conditions,
problems, and shared experiences, rest on a very simple concept: The
poor learn best from the poor. Community exchanges, in contrast to de-
velopment processes that rely on experts as “agents of change,” actively
involve slum residents and help them in transforming their own lives.
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Exchanges are an important first step in breaking the isolation and
helplessness that poverty brings to urban poor communities. Once com-
munities see themselves as part of a larger group and an interdepen-
dent process, they can explore solutions to problems they face together.
They can also learn from each other’s successes.

Though these exchanges often begin at the local level, with visits be-
tween members of settlements within the same city, they are immensely
valuable on a global scale as well. The poor are able to see that not
only people within their settlement, city, or country are facing the same
problems, but people around the world are grappling with the same
situations and learning to overcome them. Through international net-
works like Shack/Slum Dwellers International, solutions to urban prob-
lems developed in India can be transferred to South Africa and Brazil,
and vice versa. Many locals make a powerful global.

Conclusion

As this chapter has related, such partnerships among professional
women and slum-dwelling women as SPARC, Mahila Milan, and the
National Slum Dwellers Federation exemplify the kinds of produc-
tive synergies that result in better-designed neighborhoods and cities
that have enhanced physical arrangements and social services. While
far from perfect, progress is being made that will result in tangible
improvement in female health. Equally tangible are new political roles
for women, ones that will enable them to continue to address current
needs and attack future concerns.



Chapter 7

Women with Disabilities and Cities

Rosaly Correa-de-Araujo

Ensuring that men and women across the life span and across diverse
population groups live meaningful lives and enjoy the full economic
growth and social benefits of communities worldwide is a critical
humanitarian goal. In pursuing this goal, paying attention to the needs
of women with disabilities, especially those living in cities, is of particu-
lar importance.

The World Health Organization (WHO) estimates that 10 percent
of women worldwide are disabled, with a total of 300 million of these
women and girls suffering from a mental and/or physical disability
(Kern 1997: 244). According to a World Bank report, every minute,
more than 30 women are seriously injured or disabled during labor. Re-
gardless of the severity of their injuries and disablement, the 15 to 50
million women suffering from these injuries and disablements do not
receive the necessary care or attention they deserve (World Bank 2010).

Generally, women report more incidents of disability than men and
are at an increased risk of becoming disabled throughout their lives due
to limited access to health care, poor conditions at work, and gender-
based violence. Women with disabilities face stigma and exclusions and
are more likely to get sick, be poor, and suffer from social isolation than
either men with disabilities or women without disabilities. Women with
mental disabilities are particularly vulnerable. For example, depres-
sive disorders account for approximately 42 percent of the disability
from mental or neuropsychiatric disorders among women compared
to 29 percent among men (WHO 2010g). However, the broad range
of mental health threats to which women are disproportionately sus-
ceptible—such as gender discrimination, violence, poverty, armed con-
flict, dislocation, and other forms of social deprivation—are still poorly
understood (WHO 2010g). Women and girls with disabilities remain
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particularly vulnerable to specific types of abuse (e.g., being beaten at
home, raped, and forcibly sterilized).

Women with disabilities are at a higher risk of acquiring HIV/AIDS
due to lack of awareness and access to information and programs. Folk
belief that individuals with sexually transmitted diseases, including
HIV/AIDS, can rid themselves of the infection if they have intercourse
with a virgin poses a particular risk for girls who have disabilities. These
girls are seen as sexually inactive and, therefore, as easy targets.

In most industrialized countries, especially in urban areas, the chal-
lenge for women with disabilities is to achieve equality of opportunity;
they seek access to the same opportunities available to women who do
not have disabilities. In urban areas of industrialized countries, women
with disabilities often have easier access to health care and rehabilita-
tion services; some have access to education and vocational training
opportunities as well. Many hold jobs and/or are married and have fam-
ilies. For these women in the industrialized countries of Asia, Europe,
and North America, priorities are to increase access to jobs and self-
employment; combat discrimination in the workplace; increase the
availability of the attendant care necessary to enable many women with
disabilities to work; change negative public perceptions and attitudes
toward persons with disabilities; and provide easier access to public and
private buildings, transportation, and various forms of communication.

In most developing countries, especially in rural areas, girls and
women generally hold the largest share of the burden of poverty, both
physically and economically. For women with disabilities, the situation
is even worse, as they are even poorer, are often totally dependent on
others for survival, usually have a dismal future, and have less access
to food, health care, and education than other family members. In
these countries, women are expected to perform all daily household
work (e.g., cooking, fetching water and wood for fuel, going to the mar-
ket, doing washing and laundry, minding younger children, gardening,
cleaning the house and yard). However, girls and women with disabili-
ties are often seen as not helpful and so are not expected or encouraged
to help with these household tasks, even when physically or mentally
capable; as a result, these women and girls are precluded from engag-
ing in a number of activities that could help them develop skills and
abilities for employment. They are rarely involved in the decision-mak-
ing process, either within the family or within their communities. Deci-
sions concerning girls and women with disabilities are generally made
for them without any consultation. Furthermore, women with disabili-
ties rarely have opportunities to get married, although many have chil-
dren. In developing countries, women with disabilities are often victims
of HIV/AIDS and other sexually transmitted diseases due to a lack of
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knowledge about these diseases and about ways to prevent them. Higher
rates of HIV/AIDS are generally associated with the poverty under
which these women live. In addition, cultural, legal, and institutional
barriers persist, making these women and girls victims of discrimi-
nation (Depouy 1988). In certain countries, legal barriers preclude
women with disabilities from the right to marry and form a family. For
those with mental disabilities, marriage may not be allowed, based on
the assumption that disabled people cannot fully understand the na-
ture of the responsibilities associated with marriage. Examples of coun-
tries in which such laws prevail include Tanzania, Cambodia, and China
(USAID 2010). Women and girls with disabilities also are at risk of being
trafficked and forced into prostitution. Reports indicate that prostitu-
tion houses in Thailand specifically seek out deaf female children and
adolescents because they are less likely to exhibit distress or find their
way back home. Similarly, in Taiwan, children with mild developmental
disabilities are six times greater than the general population to be pros-
tituted (USAID 2010).

The goal of enabling women with disabilities worldwide to live mean-
ingful lives and enjoy the full benefits of membership in a community
is ambitious. It will require joint international efforts and local part-
nerships among urban planners, governments, and consumers. These
groups must work toward the general goal of achieving gender equal-
ity and empowering women to embrace opportunities and contribute to
sustainable urbanization while also focusing on the specific factors per-
taining to women with disabilities. These factors include environmen-
tal constraints that limit people’s activities in daily work, school, and
community life. Because environmental barriers can have a significant
negative impact on people’s activities, access to affordable and acces-
sible housing and transportation, to safe and healthy environments
that protect women with disabilities from violence, abuse, and illness,
and to quality and culturally competent health and support services is
essential.

Several international efforts have addressed women’s issues and, in-
creasingly, are drawing attention to the special concerns of women with
disabilities. Landmark events in this field include the 1979 Conven-
tion on the Elimination of All Forms of Discrimination Against Women
(CEDAW),! the 1994 International Conference on Population and De-
velopment,2 and the 1995 Fourth World Conference on Women.? The
recommendations and consensuses that resulted from these conventions
frame the contemporary discussion of women’s health as grounded in
gender equality and women’s empowerment.

The United Nations reinforced these accomplishments in the 2000
Millennium Development Goals.* Women with disabilities constitute 10
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percent of the world’s population, and 20 percent of poor people world-
wide are disabled—yet neither the Millennium Development Goals nor
the policies, guidelines, programs, and efforts accompanying these
goals specifically reference disability. Nevertheless, the eight Millen-
nium Development Goals, listed in Table 7.1, are very relevant to women
with disabilities, as they foster collaborative action to reduce poverty,
improve health, and address educational and environmental concerns
with a focus on the world’s most pressing issues. Still, data gaps related
to monitoring, evaluation, and application of the goals in relation to
disability exist and should be repaired in order to mainstream disability
in policies, processes, and mechanisms.

The World Health Organization’s Community-Based Rehabilitation
Initiative has the potential to significantly contribute to achieving the
Millennium Development Goals in a way that benefits people with dis-
abilities. It also can help bring the protection of the United Nations
Convention on the Rights of Persons with Disabilities to communities.
Currently implemented in over ninety countries, WHO’s Community-
Based Rehabilitation Initiative is a development strategy that provides
rehabilitation, reduces poverty, equalizes opportunities, and promotes
the inclusion of persons with disabilities in their communities. The ini-
tiative takes a multisectoral approach, coordinating the efforts of peo-
ple with disabilities, their families, organizations, communities, and
governmental and nongovernmental organizations (NGOs). Table 7.1
identifies potential strategies under WHO’s Community-Based Reha-
bilitation Initiative that can significantly benefit persons with disabili-
ties by contributing to the achievement of the Millennium Development
Goals. As described by the World Health Organization, these strategies
derive from the following facts:

* Poverty is both a cause and a consequence of disability. Eradica-
tion of extreme poverty and hunger can be achieved through live-
lihood and employment promotions under the community-based
rehabilitation approach. (Goal 1)

Children with disabilities (particularly girls) are the most mar-
ginalized and least likely to go to school. The correlation between
low educational outcomes and having a disability is often stron-
ger than the correlation between low educational outcome and
gender, rural residence, or poverty. (Goal 2)

Discrimination against women with disabilities, based on both
gender and disability, increases the risk of violence and abuse.
Women who care for family members with disabilities may them-
selves face significant hardships particularly where there are lim-
ited support services in the community. (Goal 3)
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Table 7.1. Persons with Disabilities, Millennium Development Goals, and the World Health
Organization’s Community-Based Rehabilitation Initiative

Millennium
Development Goals

WHO'’s Community-Based Rehabilitation
Strategies Supporting the Millennium
Development Goals and Persons with Disabilities

1. Eradicate extreme
poverty and hunger

2. Achieve universal
primary education

3. Promote gender
equality and
empower women

4. Reduce child mortality

5. Improve maternal
health

Identifying and overcoming barriers preventing
social participation

Exploring potential employment opportunities
for people with disabilities in their
communities

Providing or ensuring access to skills training for
income-generating activities and employment

Informing families with disabled children that
they have a right to education

Providing recommendations and practical assis-
tance to make school environments physically
accessible and to make teaching flexible and
child-centered

Referring children to specialized services to
enable inclusion in primary education (e.g.,
referral for assistive devices)

Promoting equal access and participation for
women with disabilities in all community
development initiatives

Supporting girls with disabilities to access
educational opportunities

Supporting the development of self-help groups
for women with children with disabilities

Ensuring early identification of children with
impairments and referring children to
specialized medical and rehabilitation services
where necessary

Providing disability awareness training to
primary health-care staff to ensure children
with disabilities are able to access general
health care

Providing basic home-based therapy interven-
tions to promote child development

Raising awareness within communities that
people with disabilities have sexual and
reproductive health needs

Supporting women with disabilities to access
maternal health services in their communities

Ensuring that traditional birth attendant training
programs focus on disability
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Table 7.1. Continued

WHO’s Community-Based Rehabilitation

Millennium Strategies Supporting the Millennium
Development Goals Development Goals and Persons with Disabilities
6. Combat HIV/AIDS, Reducing the stigma surrounding sexuality and
malaria, and other persons with disabilities
diseases Promoting the provision of health information in

accessible formats

Developing tailored prevention programs for
persons with disabilities where mainstream
programs are inappropriate or ineffective

7. Ensure environmental ~ Ensuring communities involve persons with
sustainability disabilities when designing safe water and
sanitation facilities
Making recommendations and modifications to
ensure access to existing facilities
Ensuring that disaster response training within
communities considers the needs of persons
with disabilities and appropriate strategies are

in place
8. Develop a global Partnering and working with all sectors to
partnership for achieve positive outcomes for people
development with disabilities

Sources: Millennium Development Goals. 2000. http://www.unmilleniumproject.org/
goals/index.htm; WHO. 2000h. Millennium Development Goals. Disability and Rehabili-
tation Team (DAR). Achieving the Millennium Development Goals for People with Disabilities.
http://www.who.int/disabilities/media/events/idpdinfo031209/en/index1.html.

* Worldwide, approximately 200 million children have disabilities.
These children are more likely to die from life-threatening medi-
cal conditions, lack of access to health services, and neglect. Com-
munity-based rehabilitation programs can control these causes
and reduce child mortality. (Goal 4)

» Morbidity and disability often result from pregnancy and child-

birth complications. Also, women with disabilities can become

mothers themselves and often need particular consideration
while pregnant or when bringing up children. Community-based
rehabilitation strategies can improve maternal health outcomes.

(Goal b)

Infectious diseases are disabling. HIV, for example, can cause

blindness, neuropathy, and dementia. Persons with disabilities

are routinely excluded from HIV and AIDS policies and programs
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due to widespread reluctance to regard this population as sexual
beings. Community-based rehabilitation programs can contribute
to combating HIV/AIDS, malaria, and other diseases. (Goal 6)

* Environmental risks and natural disasters cause illnesses and dis-
ability. Many people with disabilities live in communities with
poor sanitation, including limited access to quality water. In addi-
tion, they are often excluded from disaster preparedness and
management activities. (Goal 7)

Community-based rehabilitation relies on a partnership approach
that involves all development sectors. Three global alliances work to
achieve positive outcomes for people with disabilities: the Asia-Pacific
Network, the Africa Network, and the American and Caribbean Net-
work. Currently, WHO, the International Labour Organization (ILO);
the United Nations Education, Scientific, and Cultural Organization
(UNESCO); and the International Disability and Development Con-
sortium are developing guidelines for implementing community-based
rehabilitation programs. These guidelines will ensure that persons with
disabilities have the same rights and opportunities to benefit from the
Millennium Development Goals as do others in their communities.

Many countries have legislation pertaining to people with disabilities.
For example, in the United States, important federal laws and statutes
protect individuals with disabilities from discrimination in employment
and the job application process, including the Americans with Disabili-
ties Act, the Rehabilitation Act, the Workforce Investment Act, the Viet-
nam Era Veterans’ Readjustment Assistance Act, and the Civil Service
Reform Act. These laws and statutes share the fundamental goal of re-
moving barriers to employment faced by individuals with disabilities;
their limits differ depending on such factors as whether employers are
in the public or private sector, the number of employees in an organi-
zation, and whether the organization holds federal contracts or subcon-
tracts (U.S. Department of Labor 2005).

Gender discrimination is specifically addressed under Title VII of
the Civil Rights Act of 1964, which makes it unlawful for an employer to
hire or discharge any individual, or otherwise to discriminate against
any individual, with respect to his or her compensation, terms, con-
ditions, or privileges of employment, because of an individual’s race,
color, religion, sex, or national origin. This covers hiring, firing, pro-
motions, and all workplace conduct. Gender discrimination is also
addressed under Title IX of the Education Amendment of 1972, which
prohibits sex discrimination in any educational program or activity
at any educational institution that is a recipient of federal funds. In
addition, Title IX prohibits all forms of sex discrimination in feder-
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ally funded educational institutions, whether private or public, and cov-
ers, for example, issues related to sexual harassment, discrimination
in admissions and counseling, and discrimination against married or
pregnant students.

Estimate of Worldwide Population of People with Disabilities

There are numerous challenges to estimating the number of people
with disabilities around the world. The definition of disability is com-
plex and differs from region to region, from country to country, and
within countries, depending on the purpose of each classification sys-
tem or the definition needed to support disability claims. This vari-
ability in definitions of disability affects the resulting estimates. In
addition, the collection of disability data is not standardized, which
leads to inconsistency. Numerous surveys currently available include
self-reported disability information, which may be inconsistent but may
also be underreported, since these populations are subjected to stigma
and marginalization. Because the costs of data collection are gener-
ally very high, many countries are precluded from consistently updat-
ing their demographic information on people with disabilities. Indeed,
country or regional disability data presented in this chapter may be out-
dated or incomplete, due to the challenges routinely faced with disabil-
ity data.

Estimates of disability by gender and by urban and rural areas are
readily available for the United States and represent a major opportu-
nity for future work. The forthcoming WHO/World Bank World Report
on Disability will contain new data on the prevalence and nature of dis-
ability, together with the environmental factors that often make life
harder for women and men experiencing health conditions associated
with disability. The report is scheduled for release some time in 2011.
Its release will provide essential information to those involved in urban
planning. WHO and other federal statistical organizations in each coun-
try of the world should commit to keeping data on people with disabil-
ities—and in particular women with disabilities—consistently updated
and readily available to support urban planning that accommodates the
specific needs of this population.

Table 7.2 provides estimates of the proportion of people with disabil-
ities in selected countries of Asia and the Pacific region. Australia, Tur-
key, Vietnam, Bangladesh, and China have the highest percentage of
disability (20 percent, 12.3 percent, 6.4 percent, 5.6 percent, and 5 per-
cent, respectively). However, sources and dates for data availability vary
considerably.
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Table 7.2. Disability in Asia and the Pacific Region as a Percentage of Total Population®

Country and Percentage
(with data source)

Definition of Persons with Disabilities

East and Northeast Asia

China
5%: 1987 National
Sampling Survey
on Disability

Hong Kong, China
4%, excluding
intellectual disability:
2005 Census, Statistics
Department

Japan
5%

Law of the People’s Republic of China on the
Protection of Disabled Persons (1990)

A person with disabilities is one who suffers from
abnormalities of or loss of a certain organ or
function, psychologically or physiologically or

in anatomical structure and has lost wholly or in
part the ability to perform an activity in the way
considered to be normal.

Census and Statistics Statistics Department (2000)
Under the framework of the survey, “persons
with disabilities” were defined as those who

(1) had been diagnosed by qualified health
personnel (such as practitioners of Western and
Chinese Medicine, including herbalists, bone-
setters and acupuncturists) as having one or
more of the following seven conditions, or

(2) had perceived themselves as having one or
more of the first four of the following seven con-
ditions which had lasted, or were likely to last,
for a period of six months or more at the time of
enumeration: (a) restriction in body movement;
(b) seeing difficulty; (c) hearing difficulty; (d)
speech difficulty; (e) mental illness; (f) autism;
(g) mental handicap.

Article 2 of Basic Law for Persons with Disabilities;
Article 4 of Law for the Welfare of Physically Disabled
Persons; Operational Definition Used for Persons with
Intellectual Disabilities; Article 5 of Mental Health
and Welfare Law of Mentally Disabled

Persons with disabilities are those whose daily
or social life is substantially and continuously
limited due to physical, intellectual or men-

tal disability. Persons with physical disability

are persons over 18 years of age who have phys-
ical disability which comes under one of those
physical disabilities enumerated in the law, and
who have received a certificate for persons with
disabilities from the governor of local govern-
ments. Persons with intellectual disabilities are
persons who have intellectual disability mani-
fested during the developmental period (birth
to 18 years of age) and have functional deficits in
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Country and Percentage
(with data source)

Definition of Persons with Disabilities

Japan (continued)

Mongolia
3.5%: 2005 National
Statistical Office
of Mongolia

Republic of Korea
4.6%: Ministry of
Health and Welfare

skills for daily life which require supportive
services. Persons with mental disabilities shall be
persons who have schizophrenia, psychotic dis-
orders due to psychoactive substance use, mental
retardation, personality disorders, and/or other
mental disorders. Persons with developmental
disabilities are persons who have developmental
disability and whose daily and social life are sub-
stantially limited by the disability.

Provisions No. 3 of Law on Social Security of the

of the People with Disability defines people with
disabilities as:

Citizens of Mongolia, foreign residents who live
officially in Mongolia, and the stateless per-

sons whose physiological and mental impair-
ment is transmitted through genetically and
non-genetically, congenital defect, post-injection
complication, lost control of voluntary movement
functions reasoned from accidents and impos-
sible to labor in ordinary circumstances, have
visual, auditory and speech disability, as well as
mentally retarded and psychologically impaired
are investigated and registered by Medical and
Labor Certification. This definition is used in
Mongolia for official statistics.

An individual whose daily life and social life
in the community are limited by physical or
mental disabilities for a long time.

Southeast Asia

Indonesia
1%: Ministry of Social
Affairs, Central Board
of Statistics

Cambodia
2.4%: National
Institute of Statistics,
Ministry of Planning
3.9%: World Bank

Person having physical and/or mental deficien-
cies which can hinder or restrict that person’s
ability to function properly.

Any citizen who lacks any physical organ or
capacity or suffers any mental impairment
which causes decent restrictions on his/her
daily life or activities such as loss of limbs,
quadriplegia, visual or hearing or mental
impairment.

(continued on next page)
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Table 7.2. Continued

Country and Percentage
(with data source)

Definition of Persons with Disabilities

Lao People’s Democratic
Republic
8%

Malaysia
1%: 1958 government
data

Philippines
1.2%: 2000 National
Census of Housing
and Population

Singapore
3%, excluding
intellectual disability:
2003 Ministry of
Community Develop-
ment, Youth and Sports

Thailand
1.7%: 2002 Disability
Survey

Vietnam
6.4%: 2004-2005
Ministry of Labour—
Invalids and Social
Affairs

[no definition available]

Based on 1980 WHO definition

Any peson unable to ensure by himself, wholly
or partly, the necessities of a normal individ-
ual and/or social life as a result of a deficiency,
either congenital or not, in his physical or men-
tal capabilities. For the purpose of the registra-
tion, the following six categories are applied:
physically disabled; deaf; blind; cerebral palsy;
learning disabled; and others.

Magna Carta for Disabled Persons, Republic Act
7277 (1995)

Those with restriction of different abilities, as a
result of a mental, physical or sensory impair-
ment, in performing an activity in the manner or
within the range considered normal for a human
being.

Those whose prospects of securing, retaining
places and advancing in education and training
institutions, employment and recreation as
equal members of the community are substan-
tially reduced as a result of physical, mental,
intellectual, developmental or sensory
impairments.

A person with physical, intellectual or psycho-
logical abnormality or impairment as cate-
gorized and prescribed in the Ministerial
Regulations, impairments in terms of sight,
hearing or communication, physical and loco-
motion, mentality or behavior, and intellectual
or learning disability.

By definition of this Ordinance, irrespective of
the causes of the disability, persons with dis-
abilities are defined as defective in one or many
parts of the body or functions which are shown
in different forms of disability, and which
reduce the capability of activity and cause
many difficulties in work, life and studies.
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Country and Percentage
(with data source)

Definition of Persons with Disabilities

South and Southwest Asia

Bangladesh
5.6%: 2005 National
Forum of Organiza-
tions Working with
the Disabled; Handicap

International

The Disability Welfare Act (2001) defines

disability as:

Disability means any person who (a) is physically
crippled either congenitally or as result of
disease or being a victim of accident, or due to
improper or maltreatment or for any other rea-
sons became physically incapacitated or mentally
imbalanced, and (b) as a result of such crippling
or mental impairment—(1) has become incapac-
itated, either partially or fully; and (2) is unable
to lead a normal life. Any person having disabil-
ity described hereunder shall be included in the
meaning and scope of the definition under sub-
section (1) of this section. (a) Visual impaired
means any person who has: (1) no vision in any
single eye, or (2) in both the eyes, or (3) visual
acuity not exceeding 6/60 or 20/200 (Snellen)
in the better eye even with correcting lenses;

or (4) limitation of a field of vision subtending
an angle of 20 degrees or worse. (b) Physically
handicapped refers to a person who has—

(1) lost either one or both the hands, or (2) lost
sensation, partly or wholly, of either hand, or

it is so weaker in normal condition that the sit-
uations stated under subsection 1 (a) and (b)
are applicable to this case or (3) lost either one
or both the feet, or (4) lost sensation, partly or
wholly, of either or both feet, or it is so weaker
in normal condition that the situations stated
under subsection 1 (a) and (b) are applicable
to this case; or (5) has physical deformity and
abnormality, or (6) has permanently lost phys-
ical equilibrium owing to neuro-disequilibria.
(c) Hearing impairment means one has loss of
hearing capacity in better ear in the conversa-
tion range of frequencies at 40 decibels (hear-
ing unit) or more, or damaged or ineffective
otherwise. (d) Speech impairment means loss
of one’s capacity to utter/pronounce meaning-
ful vocabulary sounds or it is damaged, partly
or wholly, or dysfunctional. (e) Mental dis-
ability means (1) one whose mental develop-
ment is not at par with his chronological

(continued on next page)
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Table 7.2. Continued

Country and Percentage
(with data source)

Definition of Persons with Disabilities

Bangladesh (continued)

Bhutan
3.4%: 2005 Population
and Housing Census
of Bhutan

India
2.1%: 2002 Census
quoted in National
Policy for Persons
with Disabilities
1.8%: 2002 National
Sample Survey
Organization

Maldives
3.4%: 2003 Ministry
of Gender, Family
Development and
Social Security

Nepal
1.6%: 2001 CBS, NPC,
and UNICEF Survey

Pakistan
2.5%: 1998 Nation
Census Report
7%: 1980 WHO Survey

Turkey
12.3%: 2002 Disability
Survey

age or whose Intelligent Quotient is far below
the normal range, or (2) has lost mental bal-
ance or is damaged, partly or wholly. (f) Mul-
tiple disabilities refer to one who suffers from
more than one type of above stated impair-
ments. (g) Any other type of impairment to be
defined and declared by the National Coordina-
tion Committee.

[no definition available]

National Policy for Persons with Disabilities (2006)
A person with restrictions or lack of abilities

to perform an activity in the manner or within
the range considered normal for a human being
was treated as having disability. The policy
excluded illness/injury of recent origin
(mobility) resulting in temporary loss of

ability to see, hear, speak, or move.

[no definition available]

A person unable to perform livelihood due to
physical deficiency, weakness or dystrophy
whether inborn or due to accident or disease is
defined as disabled.

The Gazette of Pakistan (Statutory Notification

SRO 627(1)/88)

For the quota system “disable person” means

a person on account of injury, disease or con-
genital deformity is handicapped in education
or for undertaking any gainful profession or
employment in order to earn his livelihood, and
includes a person who is blind, deaf, physically
handicapped or mentally retarded.

Turkish Disability Law (put in force May 7, 2005)
A group of people who lost their physical,
mental, psychological, emotional, and social
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Country and Percentage
(with data source)

Definition of Persons with Disabilities

Turkey (continued)

abilities to an extent that prevents them meet-
ing the demands of daily life because of diseases
or accidents that either exist in birth or hap-
pen later in life and who need special care, pro-
tection, rehabilitation, guidance and support
services.

North and Central Asia

Kazakhstan Law on Social Protection of Disabled Persons
3%: 2006 State Person unable, partly or totally, to implement
Statistical Agency certain actions as a result of losing work ability
due to illness, trauma or inborn defect.
Pacific
Australia 2003 Survey of Disability, Ageing and Carers (SDAC)
20%: 2003 SDAC A person has a disability if he/she has a limita-
Survey by Australian tion, restriction or impairment which has lasted,
Bureau of Statistics or is likely to last, for at least six months and
Survey of Disability restricts everyday activities. This includes: loss

of sight (not corrected by glasses and contact
lenses); loss of hearing where communication is
restricted; or an aid to assist with, or substitute
for, hearing is used; chronic or recurrent pain
or discomfort causing restriction; difficulty in
learning or understanding; mental illness; head
injury; stroke or other brain damage; incomplete
use of feet or legs.

Disability Discrimination (1992)

For the anti-discrimination law, disability in rela-
tion to a person, means: (a) total or partial loss
of the person’s bodily or mental functions; or
(b) total or partial loss of a part of the body; or
(c) the presence in the body of organisms caus-
ing disease or illness; or (d) the presence in the
body of organisms capable of causing disease or
illness; or (e) the malfunction, malformation,
or disfigurement of a part of the person’s body;
or (f) a disorder or malfunction that results in
the person learning differently from a person
without the disorder or malfunction; or (g) a
disorder, illness or disease that affects a per-
son’s thought processes, perception of reality,

(continued on next page)
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Table 7.2. Continued

Country and Percentage
(with data source) Definition of Persons with Disabilities

Australia (continued) emotions or judgment or that results in dis-
turbed behavior; and includes a disability that:
(h) recently exists; or (i) previously existed but
no longer exists; or (j) may exist in the future; or
(k) is imputed to a person.

Cook Islands One who has a form of impairment/disability
0.7%: National whether physical, mental, or intellectual and
Disability Database whose behavior is abnormal at times.

Fiji 1994 Fiji National Council for Disabled Persons Act

(FNCDP), Both Policy and Data Collection Purpose
Persons who as a result of physical, mental or
sensory impairment are restricted or lacking in
ability to perform an activity in the manner con-
sidered normal for human beings.

Kiribati Kiribati National Disability Survey, 2004
Persons with hearing or visual impairment, men-
tal health problems, physical and/or intellectual
disability.

Solomon Islands [no definition available]
3.5%

*Certain terms used in this table (e.g., crippled; handicapped) are considered to be
discriminatory terms. However, they are used here because the language was extracted
directly from legislation or policies from each country.

Source: United Nations. 2006. Disability at a Glance: A Profile of 28 Countries and Areas in
Asia and the Pacific. Bangkok, Thailand: United Nations, ESCAP.

Table 7.3 displays 1996 disability data by gender available from four-
teen countries of the European Union. Figure 7.1 shows that among
the European population aged 16 to 64 years, almost 15 percent of
women and 14 percent of men reported either a moderate or a severe
disability. Differences between men and women are larger for those
with moderate levels of disability.

For the Eastern Mediterranean Region, 2002 data are available for
twelve countries indicating low and high estimates of the total popula-
tion of people with disabilities. These data are presented in Table 7.4.

For Africa, as with other regions or countries in the developing world,
data on disability are very fragmented or outdated; only a few countries,
mainly in eastern and southern Africa, have compiled recent informa-
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Table 7.3. 1996 Percentage of Population Reporting Severe, Moderate, or No Disability in
European Union Countries by Sex and Age Group, 16-64

Women with Disability (%) Men with Disability (%)
Mod- Mod-

Country Severe erate None Total Severe erate None Total
Belgium 4.2 8.7 87.1 100 5.0 7.9 87.1 100
Denmark 4.8 154 79.8 100 4.6 10.1 85.3 100
Germany 40 129 831 100 52 124 82,6 100
Greece 3.2 55  91.3 100 3.5 42 924 100
Spain 3.0 70  90.0 100 3.6 6.2 903 100
France 6.0 9.8 843 100 6.0 8.8 852 100
Ireland 2.2 8.8 89.0 100 2.7 8.1 89.3 100
Italy 24 5.7 91.9 100 2.1 54 92,5 100
Luxemburg 4.1 114  84.6 100 4.6 129 825 100
Netherlands 6.8 140 792 100 4.7 114 839 100
Austria 3.4 8.5 882 100 3.1 10.1 86.8 100
Portugal 8.2 11.9  80.0 100 6.7 99 834 100
Finland 5.8 184 759 100 6.7 15.0  78.3 100
United

Kingdom 5.1 145  80.5 100 6.4 11.6  82.0 100
Average 4.3 10.6 851 100 4.7 9.3 86.0 100

Source: EUROSTAT 2001. Disability and Social Participation in Europe. European Com-
mission. Luxembourg.

1996 Percentage of Women Age 16-64 1996 Percentage of Men Age 16-64
Reporting Severe, Moderate, and Reporting Severe, Moderate, and
No Disability No Disability

4.3% 4.7%

- Severe - Moderate - None

Figure 7.1. Disability estimates by gender in fourteen countries of the Euro-
pean Union.

Source: EUROSTAT. 2001. Disability and Social Participation in Europe. European Com-
mission. Luxembourg.
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Table 7.4. 2002 Disability Population Estimates in Countries of the Eastern

Mediterranean Region

Country Low Estimate High Estimate
Djibouti 7,000 69,300
Egypt 2,608,500 6,979,500
Iran 725,200 1,940,400
Jordan 196,100 524,700
Lebanon 133,200 356,400
Morocco 1,113,700 2,979,900
Syria 10,600 1,366,200
Tunisia 358,900 960,300
West Bank and Gaza 125,800 336,600
Yemen 193,000 1,910,700
Total 8,491,700 24,165,900

Source: Metts, R. 2004 . Disability and Development. Background Paper Prepared for
the Disability and Development Meeting, World Bank, November 16, 2004.

tion. Much still needs to be done to obtain disability data from central
and western African countries, but funding for this remains a problem.
The 2007 Kenya National Survey for Persons with Disabilities (KNSPD),
however, should serve as a prototype of a successful partnership with
numerous other organizations, including the World Bank. Table 7.5
provides KNSPD information collected from nearly 15,000 households
across all of Kenya’s sixty-nine districts. Respondents were evenly di-
vided by sex: 49.6 percent were male and 50.4 percent female. Slightly

more females than males resided in rural areas.

Table 7.5. Number and Percentage Distribution of People with Disabilities in Kenya
by Age, Sex, and Residence: Survey of 15,000 Households

Male Female
%  Number %  Number Total
Age Group
0-14 50.0 15,153 50.0 15,178 30,329
15-24 50.5 7,276 49.5 7,244 14,620
25-34 48.1 4,523 51.9 4,880 9,402
35-54 49.2 5,301 50.8 5,473 10,774
55+ 49.5 3,359 50.5 2,406 4,765
Do not know 45.7 365 54.3 435 800
Residence
Urban 50.1 7,240 49.9 7,201 14,441
Rural 49.5 27,837 50.5 28,413 56,250

Source: Kenya National Survey for Persons with Disabilities: Preliminary Report. 2008. Nai-

robi: National Coordinating Agency for Population and Development.
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The International Disability Rights Monitor (IDRM) Americas Regional
Reportreleased in 2004 provides a compilation of disability as a percent-
age of total population in numerous countries in the Western Hemi-
sphere. Table 7.6 summarizes this information. Essentially, the majority
of the countries in the Western Hemisphere reported disability rates of
under 10 percent. Survey methodologies varied, however, making data

Table 7.6. Disability in the Western Hemisphere

Proportion
Definition of People
of Persons with with
Country with Disabilities  Disabilities Data Source
North America
Canada — 12.4% 2000 PALS
Mexico — 1.84% 2000 Basic Census

2.31% 2000 Extended Census
United States  Activity limitations 19.3% 2000 Census

South America

Argentina — 7.1% 2005 Encuesta Nacional
de Personas con Discapa-
cidad—ENDI

Bolivia Impairmentbased  0.9-1.2% 2001 Census

10% Ministry of Health and
Sports

Brazil Activity limitations 14.5% 2000 Census

Chile Impairment-based 5.3% 2000 Social Economic
Survey

Activity limitations  21.7% 2000 Quality of Life and
Health

Impairment-based 2.2% 2002 Census
12.9% 2004 Encuesta Nacional

de Discapacidad
(ENDISC-CIF)
Colombia Impairment-based 1.85% 1993 Census
6.4% 2005 Census
Ecuador — 12.14%  Ecuador: La Discapacidad

con Cifras. INEC-
CONADIS, 2005

2002 Census

Paraguay — —
1.0% 2005 DGEECG

(continued on next page)
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Table 7.6. Continued

Proportion
Definition of People
of Persons with with
Country with Disabilities  Disabilities Data Source
Peru — 1.3% 1993 Census

13% 1993 Specialized
Rehabilitation Institute

Suriname — 2.7% 1980 Census
— — 2003 Census
Uruguay — 7.6 2003/2004 National
Disability Survey
Venezuela Impairment-based 4.2% 2001 Census

Central America and the Caribbean

Bahamas — 6.0% 2001 BLCS

Belize Impairment-based 5.7% 2000 Census

Bermuda — 4.5% 2000 ?

Costa Rica Impairment-based 5.4% 2000 Census

Dominica — 1.1% 2002-2005 Census

Dominican — — 2002 Census
Republic 4.2% La Discapacidad en la

Republica Dominicana,
ONE-CONADIS, 2006
El Salvador — 1.6% 1992 Census
6.6% 2000-2002, Encuesta

4.1% 2005 Registro Nacional de
Personas Naturales

Guatemala — 6.2% 2002 Census
Guyana — 9% 1994 Census
— 2.2% 2002 Census

Honduras — 2.6% 2002 Multipurpose House-
hold Survey
Jamaica — 6.2% 2001 Census

Nicaragua — 12.5%  ? Census

10.25% 2003 ENDIS
Panama Impairment-based 1.8% 2000 Census

Source: Modified from International Disabilities Rights Monitor (IDRM). 2004.
Regional Report of the Americas. Chicago: International Disability Network/Center for
Internaitonal Rehabilitation.



\Women with Disabilities and Cities 129

reliability a matter of concern. Additional information on those with
disabilities in the United States is provided separately, as follows.

The American Community Survey (ACS) is a continuous data collec-
tion effort conducted by the U.S. Census Bureau. It is used to produce
annual estimates at the national, state, and local level on the charac-
teristics of the U.S. population. The survey provides federal, state, and
local governments with information for the administration and evalu-
ation of government programs. It also provides data users with timely
information each year on demographic, housing, social, and economic
statistics that can be compared across states, communities, and popula-
tion groups. The survey contains disability questions relevant to major
forms of disability (e.g., auditory, visual, cognitive, ambulatory) and ad-
dresses self-care and independent living. Since 2005, yearly estimates
have been available for geographic areas with populations of at least
65,000. Geographic areas with populations of 20,000 or more are avail-
able using three years of ACS data. Geographic areas with populations
of less than 20,000 using five years of data were made available on De-
cember 14, 2010.

Table 7.7 and Figure 7.2 display information on disability prevalence
in the United States by gender, age, and distribution by urban, metro-
politan (principal cities), and rural areas. Similar proportions of women
and men with disabilities are found among the populations aged 18 to
64. Slightly higher numbers of males with disabilities are seen under age
18 and seem to be found above age 64, although the total population of
females in this table is higher for the above age 64 group. Both females
and males with disability are similarly distributed between urban and
rural areas in the United States, with slightly more women with disabil-
ity living in urban areas.

Urban Planning and Disability Status

Understanding the concerns and multiple needs of women with disabil-
ities requires knowledge of the diverse nature of their disabilities and
the intersection with their various identity markers (Beijing Platform
for Action 1995: paragraph 46). Women with disabilities may be blind
or have low vision; be deaf or hard of hearing; or have a learning, devel-
opmental/intellectual, physical, mental/psychiatric, and/or other form
of hidden disability. These will intersect with identity markers such as
gender, age, race, ethnicity, culture, language, faith, religion, and spiri-
tuality. Further, women with disabilities generally face challenges navi-
gating systems and structures designed without their input. For women
with disabilities, it can be difficult to have a healthy lifestyle while living
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Table 7.7. United States Civilian Noninstitutionalized Disability Population

Metropolitan
Statistical
Total Area Prin-
Population Urban cipal City Rural
Total 301,472,074 230,570,633 99,766,479 70,901,441
Male 147,545,278 112,247,170 48,580,247 35,298,108
<18 years 38,041,645 28,941,999 12,269,684 9,099,646
Disability 1,826,100 1,363,274 579,548 462,826
No disability 36,215,545 27,578,725 11,690,136 8,636,820
18 to 64 years 93,184,758 71,487,274 31,740,352 21,697,484
Disability 9,471,954 6,816,908 3,020,815 2,655,046
No disability 83,712,804 64,670,366 28,719,537 19,042,438
265 years 16,318,875 11,817,897 4,570,211 4,500,978
Disability 5,843,874 4,136,397 1,653,680 1,707,477
No disability 10,475,001 7,681,500 2,916,531 2,793,501
Female 153,926,796 118,323,463 51,186,232 35,603,333
<18 years 36,316,708 27,673,631 11,802,428 8,643,077
Disability 1,081,017 811,497 350,948 269,520
No disability 35,235,691 26,862,134 11,451,480 8,373,557
18 to 64 years 95,996,466 74,207,368 32,828,701 21,789,098
Disability 9,582,633 7,187,868 3,258,493 2,394,765
No disability 86,413,833 67,019,500 29,570,208 19,394,333
265 years 21,613,622 16,442,464 6,555,103 5,171,158
Disability 8,345,132 6,416,340 2,700,921 1,928,792
No disability 13,268,490 10,026,124 3,854,182 3,242,366

Source: 2009 American Community Survey. Washington, D.C.: U.S. Census Bureau.

in an urban setting. Women with disabilities face significant barriers in
accessing adequate housing and services (Women’s Right to Adequate Hous-
ing and Land 2004), yet much of the research on this population living
in urban environments concentrates on barriers to employment, which
is only one component of a much broader agenda (Haniff-Cleofas and
Khedr 2005a, 2005b).

One of the first things that should come to mind during urban plan-
ning is accessibility, a very important issue for people with disabilities
and for older adults. Accessibility is often understood within the con-
text of medical approaches. For example, women of all ages with dis-
abilities often have difficulty physically accessing health services due to
limitations with facility design and space and a lack of adjustable medi-
cal equipment (Mitra 2006: 236). Accessibility in this sense is important
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Noninstitutionalized Females Noninstitutionalized Males
with Disabilities with Disabilities

5 million
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Figure 7.2. U.S. rural and urban distribution of population with disabilities
in 2009.

Source: 2009 American Community Survey. Washington, D.C.: U.S. Census Bureau.

for people with disabilities. However, applying the medical approach to
accessibility for people with disabilities, and in particular women with
disabilities, does not always ensure their full and equitable access to
housing, transportation, social/recreational activities, health services,
education, employment, and other forms of social participation.

Unlike the medical model, the social model of disability acknowl-
edges that a person with a disability may be disadvantaged because of
social, environmental, physical, and political factors (Mitra 2006). The
following sections describe briefly three well-known models of disability
care, all of which are relevant to urban planning.

The Medical Model

This medical model of disability generally reflects the belief that disabil-
ity is a defect that must be cured, treated, or fixed so that persons with
disability will be able to function more “normally” in society. In this ap-
proach, barriers relevant to women with disabilities are not addressed
in a holistic way, and the relationship between gender and disabilities is
usually not taken into account. Women’s medical conditions are used to
describe barriers, generally physical in type, that prevent women from
performing their activities of daily living; medical conditions are also
used to define the services and supports they need. The medical model
of disability is currently known as the “old paradigm” and stands in con-
trast to the social model of disability (Mitra 2006: 237; Pfeiffer 2001; Par-
sons 1975). It is important, however, to emphasize that the medical model
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of care continues to evolve toward a center-based approach, which allows
for the integration of complementary and alternative approaches to care.

The Social Model

The social model of disability directly links to community living, care
coordination, and integration of services and supports for this popula-
tion. In the United States, the social model of disability care highlights
the discriminations faced by people with disabilities and the segrega-
tion they suffer through sensory, attitudinal, cognitive, physical, and
economic barriers. In this model, the experiences faced by people with
disabilities are perceived as similar to those suffered by racial and eth-
nic minority groups and include extraordinarily high rates of unem-
ployment, poverty, welfare dependency, school segregation, inadequate
housing and transportation, and exclusion from many public facilities
(Mitra 2006: 237; Pfeiffer 2001).

The Capability Approach

The capability approach is seen as one of the most comprehensive
approaches toward an inclusive life in society. In this approach, the
capabilities open to people with disabilities—for example, services and
supports such as accessible transportation, and accessible and afford-
able housing—are understood to be affected by the environment in
which people with disabilities live as well as their personal characteris-
tics. The cost of achieving a given capability varies depending on how
the environment was planned and built. The costs associated with mak-
ing cities accessible to those with mobility limitations, for example, vary
considerably from country to country depending on the availability and
need for assistive technology, and on the design and maintenance of
the local physical environment (Mitra 2006: 242-43).

Table 7.8 provides scenarios illustrating approaches and perspec-
tives under the medical, social, and capability models of disability care.
The scope, process, direction, and outcomes of health will likely differ
depending on which model guides policy and which determinants of
health, disease, and functional status are chosen. Choices will eventu-
ally drive health-care costs, quality of life, and full integration in com-
munity life.

Achieving Successful Planning and Sustainable Environments

Evidence shows that taking gender into account during urban planning
and policy development results in the building of a more sustainable,
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Table 7.8. Scenarios lllustrating Approaches and Perceptions Under Disability Models of Care

Scenario

Medical Model*

Social Model

Capability Approach

Woman with
intellectual
disability

Woman
using a
wheelchair

Woman with
hearing
impairment

“This patient
should see a psy-
chiatrist to get
some medicine
or treatment to
improve her
condition.”

“There might be
a treatment that
this patient can
seek with a
doctor that will
make her walk
like everybody
else does.”

“With all the
research going
on, science will
soon present
this patient
with a cure.”

“It is good that
this person lives
in the commu-
nity with support
from her family
members.”

“It is important
that this person
lives in the com-
munity with
access to sup-
ports and ser-
vices she needs.
Ramps should
be built and
accessibility
ensured to
facilitate her
participation

in community
life.”

“Sign language
should be
learned by all
of us to facil-
itate commu-
cation with
this person.”

“Itis important that
this person lives in
the community with
support from her
family members.
There are multiple
opportunities and ap-
proaches to enhance
her skills and abili-
ties to help her live a
meaningful and pro-
ductive life in the
community.”

“Itis good that this
person lives in the
community with
access to supports and
services she needs.
Her community is
prepared to provide
her with affordable
and accessible trans-
portation, ramps to
facilitate her entrance
into buildings, an
accessible office for
her job, and plenty of
opportunities for
social inclusion and
participation in com-
munity governance.”
“Sign language
should be learned by
all of us to facilitate
communication with
this person. There
are numerous oppor-
tunities for this
person to enjoy and
actively participate in
her community life.
There are also oppor-
tunities for us to learn
and benefit from
affordable sign lan-
guage training.”

*The medical model continues to evolve toward a person-centered care that allows for
the integration of complementary and alternative approaches to care.
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equal, and accessible environment for all members of society (Burgess
2008; Greed 2005). The same rationale can be applied to the specific
needs of women with disabilities.

Governance and Development

Substantial progress has been made in increasing women’s access to
power and decision-making. Between 1998 and 2008, the proportion
of women in national assemblies increased by 8 percent to the current
global average of 18.4 percent, compared to an increase of just 1 percent
in the two prior decades (UNIFEM 2008). Despite this current rate of
increase, developing countries are not expected to reach gender equal-
ity until 2045. For urban environments to be sustainable, there must
be equal participation of women and men in urban planning, manage-
ment, and governance. Political accountability to women begins with
augmenting the number of women in decision-making positions. Gov-
ernance reforms may be needed to supply public organizations with the
incentives, skills, information, and procedures to address women’s spe-
cific needs (UNIFEM 2008-2009).

A growing number of urban governance programs and tools have
been created to improve women’s participation and empowerment.
These programs and tools target women of diverse backgrounds and
levels of education (UN-HABITAT 2009b). These targeted groups must
include women with disabilities. Even when women with disabilities are
actively involved in their communities, they often suffer from low vis-
ibility during urban planning processes. Policymakers and planners
often fail to recognize women with disabilities and their specific needs
(Hannif-Cleofas and Khedr 2005a, 2005b). Projects implemented with-
out adequate consultation with this population group can result in pro-
grams that are not accessible or are discriminatory.

Women with disabilities also face challenges when accommodations
for their specific needs are lacking; these may relate to accessible trans-
portation, attendant care, sign language interpretations, alternative
information formats (e.g., large prints, Braille, or disks), and others.
Because women with disabilities are frequently not heard, they may feel
discouraged from participating in community work. In addition, these
women often cannot afford to volunteer much of their time to com-
munity work. Local authorities and public officials should strategize on
how to support the participation of women with disabilities in commit-
tees, boards, commissions, and working groups. Providing them with
transportation, childcare, and perhaps some type of financial support
may be a reasonable solution that may allow environments to benefit
from their contributions.
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Economic Growth

Inclusion of women in the workforce in urban areas results in eco-
nomic benefits that extend to rural and global economies. The pro-
motion of entrepreneurship empowers all women, but it is particularly
important for those with disabilities. Entrepreneurship considerably
helps improve their living conditions and status within their house-
holds. Empowerment of women provides them with access to capital,
resources, credit, land, technology, information, and health and sup-
port services. Unfortunately, the United Nations estimates that, world-
wide, only 25 percent of women with disabilities are in the workforce
(UN-HABITAT 2009a).

Improving reproductive health, childcare, and young women’s access
to training, education, and technology can increase economic opportu-
nities and growth worldwide. Commitment to programs responsive to
gendered disability is important for local or public officials to help meet
these goals.

Safety

Numerous countries are taking a gender-based approach to working
with community groups and are including networks of women in plan-
ning for safe cities and urban developments. In areas throughout the
world, women still experience a high degree of insecurity and vulner-
ability due to violence in both public and private environments. South
Africa has one of the highest rates of violence against women in the
world, with reports in 2007 of 124 rapes out of every 100,000 people
(UN-HABITAT 2009b). Data from the Women and Community Safety
Guide of the Women Against Violence Society of Cowichan Valley, Brit-
ish Columbia, indicate that about 60 percent of Canadian women feel
concerned about walking alone in their neighborhoods after dark;
76 percent are worried about waiting for or using public transit after
dark; 83 percent fear walking alone to their car in a parking garage;
and 39 percent do not feel comfortable being home alone at night
(Drusine 2002).

In disaster situations, violence against women increases considerably,
with widespread reports of sexual exploitation in settings for displaced
people and an increase in domestic violence in post-crisis situations.
Integrating a gendered approach into local and national crime pre-
vention policies can protect women against violence. Making women
the center of urban safety planning and articulating strategies for their
safety increase the likelihood that women will fare better in their com-
munities (Khosla 2005).
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Literature documents the seriousness of violence and abuse against
women with disabilities and the lack of accessible domestic violence ser-
vices (Nosek et al. 2001). Numerous forms of violence against women
with disabilities have been reported, including physical, sexual, and
emotional abuse as well as disability-specific violence such as destruc-
tion of medical equipment and communication devices; withholding,
stealing, or overdosing medications; physical neglect; and financial
abuse (Powers, Hughes, and Lund 2009). Recent evidence supports ear-
lier findings that maltreatment by personal assistants and caregivers
remains a unique problem faced by women with disabilities (Nannini
2006). Caregivers have being found to withhold medicine and assistive
devices, such as wheelchairs or braces. They have also been reported
refusing to help with daily needs such as bathing, dressing, or eating.

Violence and abuse against women with disabilities negatively affect
women’s ability to work, live independently, and maintain their health
(Haasouneh-Phillips 2005). Younger age, more education, less mobility,
and higher levels of social isolation and depression were key character-
istics found in 84 percent of women with disabilities who suffered from
violence in a study published in 2006 by Nosek and colleagues (Nosek et
al. 2006).

Critical components of a well-planned community include services
that address violence against women, as well as other safety-promoting
features. Local or public officials and urban planners are responsible
for ensuring that environments are safe for women, including those with
disabilities; women with disabilities have the right to urban services,
resources, and facilities that are safe and structured for their needs.

Housing

Access to affordable and durable housing is an important means of
empowering all women. Although women with disabilities are more
likely to be institutionalized than men with disabilities (Women’s Right to
Adequate Housing and Land 2004), for those who qualify for community
living, having access to affordable, accessible, and durable housing is of
prime importance.

Worldwide, women with disabilities are more likely to have lower
incomes than those without disabilities and than men with disabilities
and, therefore, are more likely to rely on government support programs.
To qualify for these programs, including in-home support, a series of
medical and socioeconomic criteria may apply. For example, those who
suffer from mental disorders may need first to spend a period of time
in a psychiatric facility. Others may not qualify for personal care assis-
tance. To complicate things, cultural and religious beliefs make it more
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challenging for some women with disabilities to select personal caregiv-
ers. If a woman with disabilities remains single, lives with her extended
family, and also chooses not to participate in a personal assistance pro-
gram because she does not find it to be person-centered (i.e., culturally
competent and respective of her preferences), then she may not qualify
for housing support.

Sanitation, Health, and Support Services

Compared to people living in rural areas, those living in urban areas
tend to have greater access to social and health services, higher literacy
rates, and longer life expectancy. Nevertheless, urban living is also asso-
ciated with numerous challenges that may affect people’s health and
health care (Sclar and Northridge 2001), with some people suffering
disproportionately from poor health. Nearly every large city has pockets
of both wealth and extreme poverty; some people over-consume health
care and pay high costs for it while others lack the most basic care for
financial and other reasons.

Although disability in an industrialized country is characterized dif-
ferently from that in a developing country, the percentage of persons
affected by disabilities (some 10 percent of the population) is generally
similar. As many as one in four households in developing countries has
a family member with a physical or mental impairment; half of those
are generally females. The causes of impairment often reflect the extent
of poverty in a country. In developing countries, impairment may be
caused by lack of primary health care; disease or chronic illness; lack of
safe drinking water; poor sanitation; pollution; home, transportation,
and work accidents; or natural and artificial disasters, including armed
conflicts. Many are impairments that, in industrialized countries, can
be corrected medically or for which technical aids, devices, or assistance
is available to facilitate the normal activities of daily living and partici-
pation in working life.

Designing, planning, and implementing water and sanitation pro-
grams brings multiple benefits to communities and positively affects
women with disabilities. According to the United Nations, less than half
the population in urban communities of Africa, Asia, and Latin Amer-
ica have water piped into their homes and less than one-third have ade-
quate sanitation (UN-HABITAT 2009a). Because women generally take
responsibility for fetching water and spend more hours than men at
home or in their neighborhoods, women are more likely to be directly
exposed to environmental hazards from poor sanitation and, conse-
quently, are more likely to acquire and spread diseases resulting from
poor drainage, contact with human or animal feces, or contact with
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decomposing materials. When family members become sick, women
also bear the greatest burden as caregivers (UN-HABITAT 2009a).

For women both with and without disabilities, living in urban areas
means facing numerous health risks such as infectious diseases (e.g.,
HIV/AIDS), which are highly prevalent in developing countries; chronic,
noncommunicable diseases; conditions fueled by tobacco use, unhealthy
diets, and physical inactivity; alcohol abuse; road accidents; violence;
and crime. These risks result from a complex interaction of various so-
cial and health determinants associated with insufficient infrastructure
and services that affect the health of the poor and slum dwellers (WHO
2010e, 2010f).

Women generally live longer than men and experience more of the
disabilities associated with advanced aging. Rates of mental illness,
including depression, are higher among women. The presence of debil-
itating conditions such as chronic noncommunicable diseases (e.g.,
asthma, cardiovascular diseases, diabetes, and obesity) is also higher
among women, with stroke associated with higher rates of severe dis-
ability among women than among men. Sex- and gender-based violence
as well as disaster-related situations may leave survivors with permanent
and disabling injuries.

Rapid urban growth has been associated with increased inequality of
access to skilled care during childbirth and to emergency care for both
rich and poor women with or without disabilities. Poor women who live
in slums frequently lack access to basic health services such as these,
rarely receiving appropriate care during pregnancy and childbirth. In
developing countries, they are, for example, less likely than rich women
to undergo cesarean sections and to have access to a skilled nurse or
midwife during childbirth. In India, women with physical disabilities
are not even eligible to receive reproductive health services because
they are considered to have no marriage prospects (USAID 2010).

Neglect, lack of or limitations with medical care, and less access to
food and related resources lead to higher mortality rates for girls with
disabilities. A study conducted in Nepal found that the survival rates for
boys several years after they had polio was twice that for girls, despite
the fact that there are no gender differences in prevalence of the dis-
ease (USAID 2010).

Since 1975, there has been a fourfold increase in the number of natu-
ral disasters, mostly climate-related, such as tsunamis, tropical cyclones,
earthquakes, and flooding. About 14 percent of the urban population in
developing countries live in low-elevation zones, which are more prone
to these natural disasters (UN-HABITAT 2009b). Women often bear
the burden of preparing for and responding to these increasingly com-
mon environmental threats. They also bear the brunt of their effects,
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being more likely to die or suffer serious consequences from natural
disasters. During crisis situations, women face enormous challenges in
meeting their families’ basic needs—acquiring food and water, fuel for
cooking and lighting, and wood or other building materials to rebuild
their homes. As key players in building resilience in areas affected by
disasters, women can mobilize communities and help public officials
reduce the costs associated with reconstruction.

Typically, more women than men live with disabilities that shape the
way they prepare for, cope with, and respond to natural hazards, di-
sasters, and other emergency situations. Disaster situations compound
the social effects of disability, particularly for women and girls who
already face a number of other barriers. For example, rates of sexual
assault and partner violence may increase in post-conflict and post-
disaster situations. Cultural norms that limit women’s personal mobil-
ity may also deter women with disabilities from successfully accessing
support services or post-disaster resources. Women disability activists
are increasingly challenging disaster risk managers to consider the gen-
dered dynamics of disasters in emergency preparedness, relief, and re-
construction.

Federal, state, and local authorities and communities should be pre-
pared to respond to the needs of all people including women, children,
older adults, and people with disabilities during emergency situations. In
2004, the U.S. federal government adopted a policy ensuring that sup-
ports needed by individuals with disabilities are integrated into emer-
gency preparedness planning and implementation by federal, state,
local, and tribal governments and private organizations. To this end, the
Office on Disability of the U.S. Department of Health and Human Ser-
vices developed a toolkit to provide guidance to state managers on the
steps to be taken to meet the needs of people with disabilities during
emergency preparedness and response strategies (US DHHS 2004). In
the United States this toolkit has served as a valuable resource to guide
states and communities in preparing for such events. Currently, forty-
eight states have emergency and preparedness plans that include guide-
lines on meeting the needs of people with disabilities.

Although this toolkit is designed for U.S. systems and strategic ap-
proaches, it has numerous components that can be adapted to other
countries’ needs. The toolkit provides information on the basic infra-
structure needed to prepare and respond to emergencies, and this basic
infrastructure reflects common practices or standards to be shared and
used across countries. The toolkit has been translated into Spanish and
is being used by the Regional Health-Care Training Center of Panama
City to support the development of a similar tool for that country and
potentially for Central America. The Regional Health-Care Training
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Center was established in 2007 as part of a health diplomacy initiative
and partnership between the U.S. Department of Health and Human
Services and the Ministries of Health of Central America. The author
of this chapter was one of the key leading officials working on the estab-
lishment of this training center.

Education

Women living in poor and heavily populated environments tend to
have children at an earlier age (UN-HABITAT 2009b: 127). This often
precludes them from gaining an education, and from seeking, hold-
ing, and benefiting from quality jobs. Young women living in such areas
also are more likely to stay home to look after their children or sick rel-
atives and to do household chores. These findings also apply to women
with disabilities. According to a 1998 study, the global literacy rate for
adults with disabilities is as low as 3 percent, with a 1 percent rate for
women with disabilities (VSO 2010). In addition, less than 5 percent
of children and young persons with disabilities have access to educa-
tion and training. Girls and young women with disabilities face signif-
icant barriers to participating in social life and development (United
Nations 2010b).

In the United States, the federal Individuals with Disabilities Educa-
tion Act (IDEA) governs how states and public agencies provide early
intervention, special education, and related services to children with
disabilities; the act, which identifies thirteen categories of disability,
addresses educational needs from birth to age 21 (U.S. Department of
Education n.d.). Schools are required to provide all services that chil-
dren with disabilities need, not just educational services. For example, if
a child needs catheterization or help eating, those services must be pro-
vided. Moreover, each child has an Individualized Educational Program
that is approved by the parents and the school. With the passage of the
No Child Left Behind Act in 2001 (U.S. Department of Education 2010)
and the development of the New Freedom Initiative that same year (US
DHHS n.d.), a commitment was made to provide individuals with dis-
abilities with a high-quality education and to ensure that they have
equal opportunities to benefit from services. Despite these protective
laws, improvements in access to education for this population are still
needed. Students with disabilities continue to be held to lower expec-
tations academically; young people with disabilities are employed at a
much lower rate than their counterparts; a shortage of special educa-
tion teachers and the inability of regular education teachers to address
the needs of students with disabilities remain concerns; and many stu-
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dents with disabilities have limited or no access to needed assistive tech-
nology or to the Internet and other forms of communication.

Workforce and Employment

In 2003, 40 percent of the world’s 2.8 billion workers were women, an
increase of nearly 200 million from the prior decade, according to
Global Employment Trends for Women, an analysis of female employment
by the UN ILO (United Nations International Labour Office 2004b). In
an earlier report, women’s share of professional jobs was shown to have
increased by just 0.7 percent between 1996 and 1999 and between 2000
and 2002, and women were significantly underrepresented in manage-
ment compared to their overall share of employment (United Nations
International Labour Office 2004a). More recently, women’s share of
managerial positions in almost sixty countries has been found to range
from 20 percent to 40 percent (Robinson 2004), which is in contrast
to prior reports that consistently showed the share of women in mana-
gerial positions to rarely exceed 20 percent. Such an increase has not
occurred, however, for women with disabilities. For example, in aca-
demic positions the presence of women with disabilities is small; even
when women with disabilities are part of academic environments, they
tend to be less visible than others who do not have disabilities. One
study focusing on the career development of women with physical and
sensory disabilities found these women to be passionate about their
work, perseverant in the face of internal and external barriers, self-
confident and self-reliant, conscious of their coping strategies, inter-
nally motivated, and highly committed to helping people grow in their
careers (Noonan et al. 2004). These women also showed considerable
skill in turning challenges into opportunities for personal and profes-
sional development. These findings imply that women with disabilities
are likely to be very successful in leadership or managerial positions if
offered or exposed to them.

Women remain more likely than men to have low-productivity, low-
paid, and vulnerable jobs with limited or no social protections, basic
rights, or voice at work. Unequal pay for equal work remains a prob-
lem worldwide, with occupational segregation common and women’s
involvement in economic decision-making rare (O’Reilly 2003). Low
participation of women in the workforce is associated with billions of
dollars in losses per year. Reports by the United Nations show that, in
2007, Asia and the Pacific regions lost $42 billion due to restrictions in
women’s access to employment and another $16 to $30 billion due to
gender gaps in education (United Nations Economic and Social Com-
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mission for Asia and the Pacific 2007: 105). When women are allowed
greater access to and control over resources, they allocate more of these
resources to food and other benefits associated with children’s health
and education. This is true for both developing and developed coun-
tries (World Bank 2007: 107), suggesting that increased participation of
women in the workforce not only leads to economic growth but signifi-
cantly contributes to the health and well-being of their families.

Generally, people with disabilities are much more likely to face diffi-
culties in entering the labor market, with women with disabilities being
half as likely to have jobs compared to men with disabilities. These
women often experience unequal hiring and promotion opportunities,
as well as unequal access to training, credit, and other resources.

Transportation

Public transportation must be responsive to the needs of people with
disabilities to allow this population to participate in urban commu-
nities. To meet daily household needs, women worldwide generally
depend on public transportation (WHO 2008a: 145). Studies in urban
environments in numerous countries have shown that whereas 11.6
percent of households headed by men had cars, only 1.62 percent of
woman-headed households had them (WHO 2008a).

Better transportation in urban environments is an issue of gender
equality because it helps to address women’s limited access to social and
economic opportunities and to health services, resources, and informa-
tion (Riverson et al. 2005: 5). When women are excluded from pub-
lic transportation due to overcrowded buses or inadequate sidewalks,
access to workplaces may be delayed or blocked and crimes such as theft,
sexual attacks, and harassment may increase (Riverson et al. 2005: 5).

Although urban environments are designed and built to facilitate
transportation by cars and/or public transit, neither option completely
meets the specific needs of women with disabilities. Offering special-
ized services and having conventional services and facilities accessible
should be part of urban planning for healthy communities. Because
public transportation is relatively affordable, this is generally how
women with disabilities get to work, school, volunteer positions, medi-
cal appointments, shopping, and socializing. A major challenge women
with disabilities face with public transportation is the need to plan and
coordinate services far in advance: In some places, these services must
be booked as long as two weeks ahead. Although women with disabil-
ities may usually be able to use the metro and buses, they might not
be able to do so when it is raining or snowing. Accessible cabs are an
option that the vast majority of women with disabilities cannot afford.
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For women with disabilities living in large urban areas and subjected to
violence, limited or no accessible transportation may prevent them from
leaving abusive relationships. Availability of accessible information is a
critical means of communication for people with all types of disabili-
ties but in particular those who are blind or deaf or who have vision or
hearing deficits. Accessible telecommunication also is critical for this
population, allowing them to obtain essential transportation and other
day-to-day services.

In the United States, the Americans with Disabilities Act of 1990
(ADA) prohibits discrimination and ensures equal opportunity and
access to transportation for persons with disabilities. In addition, the
U.S. Federal Transit Administration (FTA) works to ensure nondiscrim-
inatory transportation in support of its mission to enhance the social
and economic quality of life for all Americans (US FTA 2010).

Conclusions

Successful urban planning and development must be built upon both
gender equality and disability equality, both of which are associated
with sustainable urbanization. When urban design addresses gender
and the needs of specific populations, such as women with disabilities,
and promotes equal and diverse opportunities for all, greater social and
economic benefits can be achieved worldwide. Consulting community
members when making urban planning and development decisions is
becoming standard procedure for all levels of government. The active
participation in such consultations of women and of people with disabil-
ities, and in particular of women with disabilities, will help identify and
implement good practices that address disability issues in urban plan-
ning, development, and governance.

The views expressed in this chapter are those of the author and do not neces-
sarily represent the views of the U.S. Department of Health and Human Ser-
vices or the U.S. federal government.



Chapter 8

The Health and Well-Being of Immigrant \Women
in Urban Areas

DeAnne K. Hilfinger Messias

Human migration and the growth of cities are interconnected local and
global phenomena affected by social, economic, and political forces in
the sending, transit, and receiving countries that play out in the lives
of individuals, families, and communities. For some women, migration
provides opportunities to lead productive and fulfilling lives in wel-
coming, safe, and healthy urban environments and therefore is worth
the sacrifices and the difficulties of separation from family, language,
culture, and country of origin. For other women, the migration expe-
rience is fraught with risk, fear, abuse, exploitation, and significant
damage to their physical, mental, and social health and well-being. For
most immigrant women, migration and settlement—and in some cases,
return migration—occur within fluid, in-between spaces of transition
and ongoing social, cultural, economic, and identity adaptations and
adjustments (Donnelly 2006; Messias 2010). Immigrant women’s health
is intimately connected to the context of these in-between, intercultural
spaces as well as to the physical and social environments in which they
live. To be effective, health promotion efforts, health and social services,
and related policies in urban areas must take into account the diversity
and complexity of immigrant women’s lives and migration experiences.

This chapter provides a broad overview of the intersections of migra-
tion, gender, and health in urban contexts, drawing on evidence and
examples from the international literature. The chapter begins with a
brief presentation of commonly used migration terms and classifica-
tions followed by an examination of migration flows and the growth of
urban areas. The discussion then turns to the interactions of gender,
migration, health, and urban environments, with emphasis on salient
immigrant women’s health issues, and concludes with recommenda-
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tions for health-care providers, systems, and researchers, as well as poli-
cymakers, urban planners, and administrators.

Classifications of Migration and Migrants

Human migration is the process of leaving one place, moving to an-
other, and settling there. Migration occurs both within and across
national borders. Transnational migrants, defined as persons living out-
side their country of birth, constituted 3 percent of the world popu-
lation in 2005 (UNFPA 2006). Migrants are commonly classified into
several basic types (e.g., voluntary migrants, refugees and asylum seek-
ers, and irregular migrants). Although these terms and classifications
are important and useful, they are not universally adopted or accepted
and may not adequately reflect the diversity of contexts and conditions
involved in women’s migration decisions and experiences. (See the
Global Migration Group [2008] for detailed definitions and descrip-
tions of the migrant classifications.)

The distinction between wvoluntary and forced migration implies the
presence or lack of free choice in the migration process. In theory, vol-
untary migrants move of their own free will, often seeking better em-
ployment, educational opportunities, and improved access to resources
and health and social services for themselves and their families. Eco-
nomic and labor migrants are generally considered voluntary migrants,
avery broad category that ranges from rural peasants fleeing deteriorat-
ing economic, environmental, and social conditions to highly educated
professionals seeking better-paying jobs outside their country of origin.

Forced migration includes the cross-border movement of refugees and
asylum seekers, who leave their homes fleeing war and persecution due to
race, religion, national or tribal membership, or political positions. In
the past thirty-five years, 2.6 million refugees from Central and South
America, Europe, Africa, and the Middle East have been resettled in
the United States (US DHHS 2009b). Forced migration also includes
human trafficking for forced labor and the sex trade, often involving
women and girls. Internally displaced persons are forced migrants who
migrate within a region or country but do not cross national borders.

Irregular migrants, often referred to as undocumented, clandestine, or
illegal immigrants, are individuals who lack legal status in a transit or
host country as a result of either undocumented entry or visa expiration
(Global Migration Group 2008). Irregular migrants may have left their
country of origin as either voluntary or forced migrants. Their irregu-
lar status contributes to heightened vulnerability and exposure to abu-
sive conditions. Irregular migrants often live in substandard housing
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and work without any type of labor or health protections and undocu-
mented female immigrants are particularly at risk for sexual and physi-
cal abuse (UNFPA 2006). Overall, women face more barriers to regular
migration than men, increasing women'’s likelihood of resorting to clan-
destine migration and contributing to their risks of falling prey to traf-
ficking or smuggling schemes. Women constitute most of the trafficked
population, estimated at between 700,000 and 4 million people per year
(UNECA 2006).

Gender, Migration, and the Growth of Urban Areas

Both rural-to-urban and transnational migrants are major contributors
to the burgeoning urban population worldwide. Rural poverty and the
lack of educational and economic opportunities in rural areas contrib-
ute to the migratory flow to cities. As is discussed in the introduction
to this book, approximately 3.5 billion persons—more than half of the
world’s population—currently reside in urban areas (United Nations
2010b). During the latter half of the twentieth century, rapid urban-
ization transformed demographic distribution and settlement patterns
across the globe, including the massive rural-to-urban migration flow
in China, in which 210 million persons have left the rural farms and vil-
lages to work in urban factory, construction, and transportation jobs
(Ford 2010). By the end of the twentieth century, the rate of urbaniza-
tion in Latin America was considerably higher than that in either Asia
or Africa. As a result, 75 percent of the Latin American population now
live in burgeoning urban areas characterized by huge social disparities
between rich and poor and a lack of adequate housing and infrastruc-
ture to support the rapid influx of rural migrants (Dufour and Piperata
2004). By 2030, 81 percent of the world’s urban dwellers will reside in
urban areas of the developing world. In Africa and Asia, urban growth
is expected to double between 2000 and 2030 (UNFPA 2007).

Internal movement and international migration—for employment,
education, family reunification, or environmental or political rea-
sons—contribute to population growth in urban and peri-urban areas
around the globe. A majority (60 percent) of the world’s international
migrants live in more economically developed regions. One of every
ten persons living in developed regions is a migrant, compared to one
out of every seventy in less-developed regions (Global Migration Group
2008). A related demographic trend is the voluntary or forced migra-
tion of indigenous peoples, including women and youth, to urban areas.
In many countries the majority of indigenous peoples now live in urban
areas (UN-HABITAT 2010a).



The Health and Well-Being of Immigrant Women in Urban Areas 147

Child fostering or circulation, the practice of parents sending their
children to live with relatives and friends, is part of a common social
and economic survival and improvement strategy and a contributing
factor to rural-to-urban migration (Leinaweaver 2007). Child fostering
is a long-standing cultural practice in many regions of Latin America
and Africa (Gozdziak 2008). Parents send their children to live with
others for a variety of reasons, including to strengthen family social
ties; as a result of illness, death, or separation of parents; and to further
the economic or educational aims for the child. Young girls from rural
areas are often sent to cities to serve as domestic workers in the homes
of relatives or acquaintances.

Although women make up half of all transnational migrants, they
outnumber male migrants in more developed countries (Global Migra-
tion Group 2008). Gender patterns vary among and across migrant
streams: Families may migrate as units; men may migrate first, followed
by women and children; or women may migrate independently (Li
2003). The increasing feminization of migration is attributed to factors
ranging from changing gender norms and expectations to the transfor-
mations in global agricultural practices, variable labor market dynam-
ics, and increasing competition for goods and services (Fry 2006).
Furthermore, the rise of female-specific forms of migration including
the commercialized migration of domestic workers, the migration and
trafficking of women in the sex industry, and the organized migration
of women for marriage also contribute to increasing feminization of
migration (Carling 2005).

Immigrant women often encounter divergent gender roles, expec-
tations, and values in their interactions with host society social struc-
tures in public and private spaces (Remennick 2004; Rodriguez 2007).
The effect of migration on women’s status and gender roles varies and
may be influenced by both macro- and micro-level factors. At the indi-
vidual level, national origin/ethnicity, social class, educational level,
occupation, language skills, religion, marital status, sexual orientation,
presence or absence of extended family in the host country, and immi-
gration status all factor into an immigrant woman’s gender roles, expec-
tations, and status. Macro-level factors include labor market conditions;
the social, political, cultural, and religious context; and the status of
women in both sending and receiving societies (Ahmad, Modood, and
Lissenburgh 2003).

Due to the double-negative effect of gender and immigration sta-
tus, educated immigrant women have lower returns from their educa-
tion than do native women. Immigrant women educated in their home
countries frequently encounter significant barriers to employment when
their degrees are not valued or recognized in host nations. Even in rela-
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tively immigrant-friendly contexts, such as Canada, immigrant women
tend to earn less than nonimmigrant women. This earning gap is larger
than that between immigrant and nonimmigrant men and persists
over time (Stewart et al. 2006). In reviewing Canadian income data, Li
(2003) found little indication that immigrants were less productive than
native-born Canadians, yet there was strong evidence that immigrants
encounter unequal opportunities based on gender, race, and other fac-
tors such as education and language. Specifically, immigrant women of
visible minority origin suffered the largest negative economic impact.

Push and Pull Factors in Urban Migration

Migration is most often considered a development issue related to dis-
parities in income levels and economic opportunities in transnational
and rural/urban contexts. The confluence of push and pull factors is
a traditional framework for explaining human migration. Individual
women’s migration decisions and experiences reflect complex interac-
tions at multiple levels, from the individual, family, and local community
to national and international economics, policies, and politics. Global
climate change is another force contributing to internal, regional, and
transnational migration (Podesta and Ogden 2007).

Women’s migration motives, patterns, and behaviors relate to per-
sonal, work, and family contexts as well as to the broader economic,
social, political, and environmental contexts of both sending and re-
ceiving nations. Limited employment opportunities for decent and well-
remunerated work, rampant unemployment, and poverty are major
factors pushing immigrants out of sending countries. Human rights
abuses, including violence, social exclusion and discrimination, in-
equities and disparities, and the lack of or unequal access to basic re-
sources and services also contribute to out-migration. Labor demands
and cross-border wage differentials are major pull factors in receiving
countries (Global Migration Group 2008).

Enhanced access to opportunities and resources is a magnet that at-
tracts immigrants to urban areas. Cities offer migrants a wider range of
employment opportunities and more easily accessible resources and ser-
vices (e.g., basic sanitation, transportation, education, health care, arts,
and recreation). Urban areas with long-standing ethnic/immigrant
populations attract new waves of immigrants with their established so-
cial, communication, and labor networks and ethnic subeconomies that
offer access to employment and a more familiar context for the cultiva-
tion of social capital and integration into the broader national economy
(Li 2003; Menjivar 1997, 2000).
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Migration push and pull factors are often complementary. For women
in developing countries, poverty is frequently the push factor, and the
pull factor is the “care deficit” of middle-income women abroad (Eh-
renreich and Hochschild 2002). In China, the skewed birth rate result-
ing from the official one-child policy and cultural preferences for the
male baby, in combination with the massive rural-to-urban migration
flow, has resulted in a shortage of women in the Chinese countryside,
attracting North Korean defectors willing to risk their lives to cross the
border into China seeking opportunities for marriage, domestic employ-
ment, or work in the urban sex industry (Demick 2010). The recent wave
of migration from rural states in southern Mexico to new immigrant set-
tlement areas in the southeastern United States also resulted from the
convergence of push and pull factors in the two countries (Lacy 2009;
Mohl 2003). Beginning in the mid-1990s, increasing numbers of rural
Mexicans moved northward, pushed out by rising unemployment and
a rapidly deteriorating rural economy exacerbated by neo-liberal inter-
national trade policies and drawn by labor needs in tourism, food pro-
cessing, construction, and other low-paying, unskilled positions of the
booming economies in southeastern U.S. cities. Despite the lack of estab-
lished Latino settlements in the cities of these nontraditional, non-gate-
way states, the lower cost of living compared to that in more traditional
receiving areas (e.g., California, Texas, and New York) was an attraction
for Mexican and Central Americans from “new” sending areas with no
prior family or community connections in the United States (Lacy 2009).

There is no doubt that out-migrants, from manual and domestic
workers to professionals, scientists, and health-care workers, constitute
a labor and intellectual drain on developing economies. However, many
immigrants do contribute directly to the development and economic
stimulus of their home countries through the monetary remittances
they send home (UNFPA 2006). For many less-developed nations, labor
export is, in fact, an important development strategy aimed at reducing
local unemployment, enhancing the balance of payments, and procur-
ing investment capital (Castles 2004).

Governments intentionally implement policies and incentives to en-
courage or deter migration. The Philippines actively encourages out-
migration through formal and informal incentives (Parrenas 2001).
For example, the out-migration of poor women to work as domestic
workers overseas is fostered through training programs on how to op-
erate household appliances (Ehrenreich and Hochschild 2002) and for-
profit, diploma-mill nursing schools cater to Filipino students lured by
the opportunity of migration (Baumann and Blythe 2008).

The formal and informal reception of immigrants in receiving soci-
eties ranges from welcoming to hostile. In Canada, Newfoundland and
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Labrador has the lowest immigrant retention rate (36 percent) among
the Canadian provinces. Faced with a declining and aging native popu-
lation and recognizing the global trend of urbanization, with more and
more people, immigrants included, moving to large cities, the provin-
cial government began to pursue strategies to actively recruit and retain
more transnational immigrants and stimulate economic, social, and
cultural development (Gilroy 2005). In contrast, the case of Japan, an
island nation with a high degree of racial/ethnic homogeneity, exem-
plifies global migration in the context of an outsider-resistant, unwel-
coming society. Several waves of global migrants began arriving in
Japan during the economic boom in the mid-1980s. The immigrants
included Vietnamese refugees and unskilled foreign labor, primarily
Japanese descendants from Brazil and Peru, fleeing the high inflation,
lack of employment, and generalized economic turmoil in Latin Amer-
ica. The reception of foreign workers and refugees was highly contested
within Japanese society, particularly by individuals and groups intent on
preserving racial/ethnic homogeneity. But in the face of labor needs,
official policy responses included an amendment in 1989 to the Immi-
gration Control and Refugee Recognition Act that allowed descen-
dants of Japanese emigrants (Nikkeijin) to enter and work in Japan as
unskilled foreign laborers (Asakura and Murata 2006; Yamanaka 1993).
National policies and collective responses to immigrants and their
needs do not always reflect the human rights approach to migration
and migrant rights promulgated through international agreements and
conventions, such as the 1951 United Nations Convention on the Status
of Refugees and recent reports by the Global Migration Group (2008).
Nativism and xeno-racism are on the rise across the globe, from the
United States and Europe to South Africa, Asia, and Latin America.
Manifestations of nativism and xeno-racism in Europe include pan-
European racism directed against asylum seekers and migrant workers,
an increased monolingual focus and diminishing public tolerance of
nonnative languages, rising Islamophobia, and stricter requirements
for residency and citizenship (Fekete 2009). In the United States, the
increasingly polarized immigration debate has been fueled by the high
level of irregular immigrants coupled with the recent economic reces-
sion. The divergent immigration policy initiatives under consideration
by individual states and the U.S. Congress include proposals for immi-
gration management through higher levels of border control, the depor-
tation of millions of undocumented immigrants, and options for status
regularization and paths to citizenship. Economic and cultural nativism
is increasing across the country. Economic nativism targets immigrants,
particularly irregular immigrants, based on the perception that they
are taking jobs, housing, and resources away from native-born citizens.
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Cultural nativism is apparent in the anti-immigrant discourses and rep-
resentations in the popular media, as well as English-only propositions
(Lacy 2009). In an increasingly globalized world, it is not yet clear what
the social, economic, and political impact of rising nativism in tradi-
tional receiving countries will be on future transnational migration pat-
terns and practices.

Immigrant Women'’s Health in Urban Areas

A wide range of social and environmental determinants (e.g., hous-
ing conditions, air and water quality, exposure to pollutants) affect the
health of city dwellers. Among immigrant women, these social and envi-
ronmental conditions interact with a host of other individual, cultural,
behavioral, and lifestyle factors (e.g., nutrition and diet, physical activ-
ity, smoking, alcohol and drug use), all of which may operate in differ-
ent ways in the context of migration and urban life. A prime motivator
behind migration is the desire for better living conditions, economic
status, lifestyle, and personal development for immigrants and their
children. When these expectations for a better life are at least partially
realized, positive effects on women’s individual and collective health
status may ensue (Evans 1987). However, for immigrant women living
in urban environments characterized by poverty, squalid living condi-
tions, violence, lack of sanitation, and exposure to infectious diseases,
the risks for poor physical, mental, and environmental health are expo-
nentially higher. Declining immigrant health status over time is com-
monly attributed to processes of acculturation, which involve adaptive
changes in behaviors, beliefs, and values of individuals or groups re-
sulting from cross-cultural contacts (Marin and Gamba 1996). Wom-
en’s migration to urban areas is often accompanied by decreased levels
of moderate or vigorous physical activity, an increase in sedentary be-
haviors, and unhealthy dietary changes, leading to increased cardio-
vascular disease risks (Torun et al. 2002; Stafford 2010). Other factors
contributing to poor or deteriorating immigrant health include barri-
ers in accessing health services due to language or cultural differences,
lack of information and understanding of the health-care systems in the
host country, and lack of skills in navigating health-care financing and
service systems. For example, among immigrants with limited prior ex-
posure to formal health-care services in their host nations, improved ac-
cess and utilization of health services in the receiving society may lead
to the identification of previously undiagnosed conditions, which would
be reflected in the data as an apparent worsening of immigrant health
(Messias and Rubio 2004).
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The lack of fair and just reception and treatment of immigrants is a
human rights issue in many receiving societies (Global Migration Group
2008). Living in a xenophobic and anti-immigrant environment—one
that forces undocumented immigrants through dangerous border cross-
ings, increases the risk of exploitative working conditions and mistreat-
ment by employers and landlords, and contributes to fear of dominant
society institutions and representatives from the police to health-care
providers—can have a negative impact on immigrants’ mental and
physical health (McGuire and Canales 2010).

The heterogeneity among immigrants, the complexity of migration
patterns, and the multiple environmental and social factors operating
in urban settings make it difficult, if not impossible, to formulate gener-
alizations about the health status of immigrant women in urban areas.
However, the international research on immigrant women’s health
points to several important concerns, which often are manifest across
immigrant groups and settings. These concerns include the health
impact of immigrant women’s work; social transitions and the degree
of isolation or integration within host societies; immigration-related
stress, violence, and abuse; and health-care access barriers, specifically
the lack of accessible, linguistic, and culturally competent health care.
The following sections present brief overviews of these health issues,
illustrated with examples from the international literature.

Gender, Migration, Work, and Health

Women’s participation in transnational migration has increased steadily
in recent decades, and women now make up half of all international
migrants, outnumbering male immigrants to more-developed coun-
tries (Global Migration Group 2008). The evidence clearly indicates
that “migration is not a ‘gender-neutral’ phenomenon: men and women
display differences in their migratory behaviours and face different op-
portunities, risks and challenges, including factors leading to irregu-
lar migration; vulnerability to human rights abuses, exploitation, and
discrimination; and health issues. The experience of female migrants
differs from that of men from the moment women decide to migrate”
(Global Migration Group 2008: 45).

Historically, the migration of women was associated primarily with
family reunification. Beginning in the late twentieth century, women’s
migration was associated with increasing labor opportunities in both
formal and informal markets (Agustin 2003). Female migrants are
major participants in the broader urban service sector, including hotels
and tourism, food service, and sex work, and in manufacturing, partic-
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ularly in free trade zones and maquiladoras (foreign-owned and oper-
ated export assembly plants). However, many women migrate primarily
for traditional “women’s work.” In cities around the globe, immigrant
women have become a major domestic labor source for cleaning, cook-
ing, housekeeping, and caring for children, the elderly, the sick, and the
disabled. In Western Europe and North America, the higher demand
for paid domestic labor is largely a function of the increasing participa-
tion of middle-class women in outside employment. The irony of immi-
grant domestic work is that many women leave their homes and their
children to engage in work that enables other women to seek employ-
ment outside the home to maintain or raise the living standards of their
families (Parrenas 2001). In turn, many immigrant women pass on the
direct care responsibilities for their own children or parents to other
female relatives—or, with their remittances, hire a lower-income domes-
tic worker at home. The result is an interconnected “global care chain”
that stratifies gendered caregiving by class, ethnicity, and immigration
status (Hochschild 2002).

With migration, women’s own domestic work burden may increase
quantitatively and qualitatively. The case of Jewish immigrants from the
former Soviet Union (FSU) provides an example of the triple burden
of immigrant women’s work (Remennick 2004). In the 1990s approx-
imately 500,000 Jewish women from the FSU migrated to Israel. The
majority were highly educated professionals who had actively partici-
pated in the FSU labor force. One result of this massive migration and
resettlement was occupational downgrading and de-skilling as these
immigrant professional women found their employment opportunities
rarely matched their educational and skill levels or the gender prefer-
ences and expectations of the Israeli workforce. With this substantial
occupational, economic, and social downgrading in Israel, these highly
educated women faced “double-shift service work (for a wage and at
home) . ..a common destiny for immigrant women of any origin, be it
Third World or east European, in western countries” (Remennick 2004:
97). In addition, they frequently took on the role of caregiver for elderly
immigrant parents or in-laws, who faced significant language and cul-
tural barriers in navigating Israeli society and the health-care system.
Similarly, Latin American immigrant women with higher socioeco-
nomic and educational levels who are accustomed to having domestic
servants in their home countries may struggle with the unexpected bur-
den and stress of their personal domestic workload in the United States
(Messias 2001).

Among some immigrant groups, home and family work remains
women’s priority and is integrally associated with their personal health
perspectives. Findings from research with diverse South Asian immi-
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grants in Canada indicated that these women equated health with the
ability to perform their multiple expected caregiving roles for their chil-
dren, husbands, and elderly in-laws (Bottorff, Johnson, and Venables
2001). Caring for others regularly took priority over caring for self, and
the value of personal health was the ability to do their family work and
not be a burden to others. Fulfilling this traditional role as the pri-
mary caregiver for the extended family did create challenges for some
immigrant women. Being productive and completing their family work
responsibilities were associated with health and happiness, as “not being
able to complete one’s duties could potentially cause family disharmony
as well as feelings of uselessness, laziness, and tension, reinforcing feel-
ings of ill health” (Bottorff, Johnson, and Venables 2001: 396).

Work and employment often dominate immigrant women’s lives,
and, at the same time, their work and migration status expose them
to increased risks. Immigrant domestic workers, trafficked women, and
those in irregular status are the most vulnerable to abuse of human and
labor rights (Global Migration Group 2008). Employment in gender-
segregated sectors (e.g., the textile industry) and the informal economy
(e.g., working in the homes of private employers) increases immigrant
women’s vulnerability to health risks, exploitation, and lack of legal pro-
tections. The garment industry is a major employer of migrant women
worldwide. Health risks among garment workers include ergonomic and
environmental factors (e.g., inadequate workstation design and seating,
poor lighting, inappropriate match of size of machinery for workers). In
the United States, California is the current center of apparel manufac-
turing, and the vast majority of sewing operators in California are im-
migrant Hispanic and Asian women. Findings from a descriptive study
of female monolingual Cantonese-speaking garment workers (n = 100)
seeking health care at an occupational health clinic in California docu-
mented a high prevalence of work-related musculoskeletal disorders, in-
cluding musculoskeletal pain, headaches and vision problems, allergies,
and lower extremity pain and swelling (Burgel et al. 2004). Not surpris-
ingly, a majority (66 percent) of these women self-reported health status
as either “fair” or “poor.”

Social Transitions and Immigrant Women's Health

Migration transitions and the accompanying changes in immigrant
women’s daily lives, work, social and leisure practices, and identities
have implications for individual, family, and community health (Mes-
sias 2010). For example, among immigrant women from traditional rural
agricultural societies with more communal and noncompetitive social
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structures (e.g., Pacific Islanders), the concomitant migration and urban-
ization transitions to independent, individual-oriented, competitive, and
industrialized urban societies may involve significant educational, eco-
nomic, social, and health disparities (Stafford 2010). Social support defi-
cits, experiences of discrimination, and the degree of integration with or
isolation from the dominant society all affect immigrant women’s health.

The stress of being an “outsider” may be compounded by the sep-
aration from family and friends and the absence of readily available
female support systems and role models. Women accustomed to well-
established female social networks and participation in regular fam-
ily gatherings in their home societies may find immigrant life lonely,
boring, and lacking meaningful social interactions (Rodriguez 2007).
Social isolation can contribute to immigrant women’s feelings of inad-
equacy, conflict, guilt, and loneliness, and to clinical depression (Shat-
tell et al. 2010) and entry into the labor market does not necessarily
increase immigrant women’s social networks. In a study of highly edu-
cated immigrant Pakistani women who had lived in the United King-
dom for over twenty years, Rodriguez (2007) noted wide variability in
the degree of social integration. Some women reported a loss of infor-
mal social capital in the private sphere, but others found they were able
to increase their social capital in the public space through contacts with
host-country institutions (e.g., schools, the health-care system). The dif-
fering abilities of individual Pakistani immigrant women to negotiate
the structural constraints of the home and host countries provided evi-
dence that exposure to different cultural values per se does not neces-
sarily result in migrant women’s social emancipation.

Social, cultural, linguistic, and environmental barriers often sepa-
rate immigrants and impede or hinder their active engagement in host
communities. Community-based research conducted in a new receiving
community in the southeastern United States indicated that lack of com-
munication and trust was a major barrier to the effective integration of
recent Latina immigrants into the local community (Barrington, Mes-
sias, and Weber in review). For example, immigrant women reported
difficulties communicating with their children’s teachers and concern
about the lack of access to spaces where their children could play safely
or participate in sports or cultural activities. Members of the host com-
munity reported little direct contact with the immigrants yet considered
them a source of competition for local economic, social, educational,
and health resources. Social isolation within the emergent immigrant
community was also evident. Interviewees indicated that communal liv-
ing arrangements (e.g., large groups of single men or multiple families
living together in a single dwelling) and the high concentration of Lati-
nos in apartment complexes and trailer parks did not automatically gen-
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erate meaningful social relationships or mean that women knew each
other well or considered local acquaintances as friends.

Pregnancy and motherhood are important developmental and health
transitions in women’s lives that may have additional layers of complexity
in the context of migration, when immigrant women may be separated
from their families of origin and traditional pregnancy, birthing, and
child-rearing practices. In their study of the motherhood experiences of
Thai women in Australia, Liamputtong and Naksook (2003) reported
immigrant women’s isolation and loneliness and concerns about separa-
tion from and lack of support from extended family. Thai immigrants
married to Anglo-Australian men reported spousal conflicts regarding
traditional Thai child-rearing practices. Being an immigrant mother
involved challenges to the women’s cultural-based mothering practices,
their social relationships, and their identities.

The lack of broader community engagement has serious implications
for immigrant women’s health and well-being. The physical, linguistic,
and social isolation of many immigrant women in urban areas results in
limited opportunities to foster meaningful social connections, develop
broader networks, and take full advantage of community resources. At
the same time, immigrant women who challenge or break with their
traditional cultural values and practices may incur psychological or
social risks, and increasing acculturation may create tension or social
distance within families or immigrant communities. Women’s transna-
tional migration experiences may involve multiple ongoing social and
personal transitions, fluid identities, and constant comparisons between
competing perspectives on class, culture, and women’s work and health
(Meleis et al. 2000).

Stress, Discrimination, and Violence: Inmigrant Women’s
Mental Health

Everyday life of immigrant women in urban areas involves myriad stress-
ors of varying dimensions. These stressors range from the hassles of
daily family life in the context of settling into and navigating unfamil-
iar terrain, systems, language, and cultural norms, the emotional toll of
loneliness and social isolation, and work- and economic-related stresses
to experiences of overt discrimination, social stigma, and violence. Gen-
der- and immigration-related stress, discrimination, stigma, violence,
and abuse are among the most troubling issues related to immigrant
women’s mental and physical health and well-being. The cumula-
tive ongoing stress of adaptation, daily hassles of immigrant women’s
employment and family responsibilities, social isolation, and exposure
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to difficult and stressful living conditions, employment conditions, and
violence contribute to poor health and diminished well-being.

Depression and other forms of psychological distress may be asso-
ciated with immigrant women’s experiences of migration stress and
discrimination. For women who migrate without their children, the
separation, whether temporary or long term, may result in psychologi-
cal consequences, including major depression. In a study of depression
among Latina immigrant mothers in the United States, the odds of de-
pression among those who were separated from their children were 1.52
times those of immigrant women who currently resided with their chil-
dren (Miranda et al. 2005). Another study, which looked at depression
and stigma-related concerns about mental health care and utilization
of mental health services among low-income immigrant and U.S.-born
black and Latina women (n = 15,383), demonstrated significant dif-
ferences among immigrant and ethnic-minority women as compared
to U.S.-born white women (Nadeem et al. 2007). Among women who
screened positive for depression, black immigrant groups from Africa
and the Caribbean were more likely than U.S.-born whites to endorse
stigma concerns related to mental health care (i.e., being embarrassed
to talk about personal matters with others; being afraid of what others
might think; facing potential disapproval among family members).

Immigrants from more visible ethnic-minority groups encounter
higher risks of discrimination and stigma. In the host society, the level
of openness and acceptance of cultural diversity is an important fac-
tor in the social integration of immigrants. South Asian women in the
United Kingdom, both Muslims and non-Muslims, reported being sub-
jected to scrutiny or discrimination regarding their dress (e.g., wearing
Hijab, saris, or Punjabi suits). The Muslim women also reported religious
discrimination, both direct and indirect, in the context of employment,
education, and housing. They encountered employer discrimination, in-
cluding issues with employers related to their ability to observe religious
rituals such as prayers, breaking the fast in Ramadan, and taking reli-
gious holidays (Ahmad, Modood, and Lissenburgh 2003).

Exposure to racism, discrimination, and human rights abuses associ-
ated with immigrant women’s nationality, immigration or social status,
and gender may occur throughout the migration and settlement expe-
riences. For many immigrant women, particularly those risking illegal
border crossing and travel through hostile environments or those sub-
jected to various forms of violence and extortion by smugglers, the mi-
gration journey itself is the most dangerous and stressful part of the
migration experience (McGuire 2001). The stress of urban settlement
can also exact a high emotional toll. Urban areas may expose women
to increased vulnerability for domestic, workplace, and community-
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level violence and abuse rooted in gender inequalities, labor exploita-
tion, and human rights violations. Immigrant women are likely targets
of exploitation and mistreatment by employers, but due to fear of retal-
iation and financial necessity they may suffer in silence rather than re-
port workplace abuses (Bottorff, Johnson, and Venables 2001). Latinas
in the U.S. South reported discrimination and sexual harassment as
their major workplace concerns (SPLC 2009). Community health pro-
moters reported several violence-related health concerns among Cape
Verdean immigrant women in the United States (De Jesus 2009). Com-
munity and domestic violence, loss and isolation, economic injustice,
immigration-related issues and abuse, unequal gender-based power re-
lations, and cultural taboos were among these immigrant women’s most
salient health concerns.

With regard to intimate partner violence, immigrant women face
systemic and structural barriers as well as legal and policy obstacles in
disclosing their situation and accessing information and services. Con-
sequently, abused immigrant women may suffer serious mental and
physical health effects resulting from staying in relationships, often
with their children, for prolonged periods of time (Alaggia, Regehr,
and Rishchynski 2009). Despite their multiple risks of exposure to fam-
ily and workplace stress and violence, immigrant women may be hesi-
tant, embarrassed, or ashamed to discuss personal concerns related to
work or occupational safety, cancer, sexuality, mental health, and family
tensions or violence with health-care providers.

Health-Care Access Issues

Common barriers immigrant women face in accessing host-country
health services include language, culture, cost or insurance status,
lack of information and understanding of the health-care systems in
the host country, transportation, and a lack of skills necessary to effec-
tively navigate health-care service and financing systems. Immigrants to
newer receiving cities are likely to encounter more social, cultural, and
linguistic barriers than those in cities with long-established immigrant
communities. Smaller cities and those without a history of immigrant
reception are less likely to have access to bilingual staff or experienced
and trained interpretation services at health and social service facilities
(Lacy 2007; Parra-Medina et al. 2009; Springer et al. 2010).

Some immigrant health-care access issues are similar to issues en-
countered by native-born women as they engage with health-care pro-
viders and systems. As findings from a recent study indicated, even in
Canada, a nation with nearly universal health coverage, the barriers im-



The Health and Well-Being of Immigrant Women in Urban Areas 159

migrant women faced in accessing health and social services were simi-
lar to those faced by Canadian-born family caregivers with low incomes
and limited flexibility in juggling the multiple responsibilities of home,
employment, and family care-giving demands (Stewart et al. 2006).
However, the immigrant women faced additional barriers and burdens
due to lack of cultural sensitivity, language barriers, and the absence of
support from family due to geographical separation.

Immigrant women who do not speak the dominant language of
their health-care providers face significant language and communica-
tion barriers when health services lack appropriate language assistance
(e.g., interpretation services and translated written materials). The lack
of cultural and linguistic competency among individual providers and
within the health-care system is a major access barrier and quality-
of-care concern. Unequal treatment related to language barriers has
been associated with disparate health-care access and health outcomes
among immigrants and non-native language speakers (US DHHS 2001;
Divi et al. 2007).

All health-care encounters involve some degree of transcultural ex-
change, but in the case of immigrants, the overt cultural barriers and
degree of difference and dissonance in cultural expectations between
providers and patients are amplified significantly. Findings from re-
search on the health and care needs of immigrant Muslim women in
Newfoundland, Canada, indicated the lack of cultural and religious
specificity of the limited health information available to meet the im-
migrants’ needs during pregnancy, labor, delivery, and the postpartum
period (Reitmanova and Gustafson 2008). The researchers noted that
maternity health services did not adequately meet the immigrant Mus-
lim women’s needs for culturally and linguistically appropriate infor-
mation and emotional support. Further, the local health-care system
was not prepared to anticipate and respond to certain expectations and
preferences of Muslim women, including their preference for a female
attendant for labor and delivery. The lack of accommodations for family
involvement and support in health and illness practices and in decision-
making processes can be a major barrier for members of immigrant
and refugee groups accustomed to family decision-making (Grewal,
Bottorff, and Hilton 2005; Springer et al. 2010).

Experiences of discrimination, insensitivity, and lack of awareness
and knowledge of immigrant women’s cultural and religious practices
within health-care systems further contribute to social isolation for
these women. Johnson and colleagues (2004) conducted a large ethno-
graphic study of health-seeking behaviors among South Asian women in
Canada. The sample included health-care providers with extensive prior
experience serving South Asians and immigrant women of diverse reli-
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gious affiliations (Sikh, Hindu, Muslim, Christian) from India, Pakistan,
Bangladesh, Fiji, and eastern Africa. The researchers noted patterns of
disjuncture and difference between the immigrants’ perspectives and
those of the health-care providers. In contrast to the immigrant wom-
en’s stories of race, racism, and discrimination in their health-care ex-
periences, the providers tended to couch their discourse in notions of
equal treatment and cultural appropriateness. Providers’ othering per-
spectives and practices reflected culturalizing, racializing, and essential-
izing the views and explanations of the South Asian women. Examples
of essentializing included stereotypical over-generalizing about culture,
race, social background, and immigrant women’s health-care practices
and the tendency to create; oppositional binaries of “us and them” and
“good and bad.” Providers presented culturalist explanations of South
Asian women’s lack of responsibility and lack of motivation in participa-
tion in health practices such as cancer screenings. As noted by the re-
searchers, “Rather than looking at barriers inherent in the system such
as the lack of female health care providers and limited clinic hours, the
health care providers used women’s personal characteristics (e.g., shy-
ness, passivity) that they labeled as cultural to explain lack of participa-
tion in health programs” (Johnson et al.: 262).

Given these diverse access barriers, it is not surprising that utiliza-
tion rates of preventive care, such as cancer screenings, tend to be lower
among immigrant women. In the United States, some of the differences
in immigrant women’s cancer screening rates are clearly associated with
availability or type of health insurance coverage and access to a usual
source of care (Echeverria and Carrasquillo 2006; Parra-Medina et al.
2009). A study of immigrant women’s health status and access to health
care in Texas found undocumented Latinas had lower educational and
income levels than documented immigrants and were less likely to have
health insurance and a regular health-care provider (Marshall et al.
2005). Remennick (2004) reported lower rates of breast cancer screen-
ing among Ashkenazi Jewish immigrants in Israel, despite risks due to
prior environmental exposure and behavioral hazards in the USSR.
The women attributed their lack of participation in regular breast can-
cer screening activities to lack of time due to multiple employment and
family responsibilities and to the attitude that cancer is a risk but never-
theless a remote one.

Recommendations for Practice, Policy, and Research

If immigrant women living in urban areas are to achieve their poten-
tial for health, much work must be done in the areas of outreach and
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education among immigrant communities, health-care service delivery,
policymaking and implementation, and research. Health-care provid-
ers, researchers, and policymakers should consider women’s migration
transitions and experiences from holistic, lifecycle, and human rights
frameworks. This approach includes ongoing assessment and support
for the health of women and girls before they migrate, throughout the
migration process, in the context of their situations in host countries,
and, when applicable, upon return to country of origin (Messias 2010).
The following four broad recommendations provide a platform for
building integrated efforts in practice, policy, and research: (1) Engage
communities to foster the social integration of immigrant women and
their families through outreach and partnerships; (2) address access
and communication barriers through capacity building at all levels of
health and social service provision; (3) develop, implement, and moni-
tor policies to assure the basic human rights of immigrants locally and
globally; and (4) expand interdisciplinary and transnational research
endeavors to include more innovative, community-engaged, participa-
tory approaches to immigrant women’s health.

Engaging Communities

Efforts to promote and enhance immigrant women’s health must ex-
tend beyond individual-level interventions and engage broader commu-
nities of immigrants and nonimmigrants alike to create healthy urban
environments and address social and structural determinants of health.
Effective social integration is necessary if immigrants are to be produc-
tive members of their communities of destination. Community-based
outreach to immigrant women is an effective approach to raise aware-
ness, educate, and increase participation in health and social service
programs. The use of community health workers, lay health educators,
or health promoters (promotoras de salud in Spanish) is a culturally and
linguistically appropriate approach to reach disadvantaged or hard-
to-reach groups, including immigrant women. A key characteristic of
such outreach workers, whether volunteer or paid, is that they share eth-
nic, linguistic, social, cultural, and life experiences with the community
they serve (US DHHS 2007).

Immigrant women often have difficulty navigating host-country
health, social, and educational services because they lack the appro-
priate language and literacy skills. Partnership initiatives involving
immigrant-serving organizations, health and social service providers,
educators, and librarians can contribute to enhancing immigrant wom-
en’s interactions and integration with educational and health-care ser-
vices. To better meet immigrant women’s health needs and the health
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needs of their family members, programs must be designed in ways that
address language, informational, transportation, attitudinal, and net-
work barriers and concurrently advance intersectoral and interagency
communication and collaboration (Stewart et al. 2006). Mobile clinics
are an alternative model of care delivery that may ameliorate some of
the access barriers immigrant women face in urban areas (Guruge et
al. 2010). It is also imperative that sending communities be engaged in
the migration process and that women and the families they leave be-
hind receive the education, preparation, and support they need prior to
and throughout their migration experiences. Immigrant women’s trans-
national health resources and practices need to be acknowledged by
health-care providers, who also should explore the personal and cul-
tural meanings and utility of these resources for individual women’s
health (Clark 2002; Messias 2002).

Community-based and collectively administered programs and ser-
vices may be an appropriate and cost-effective approach for immigrant
women. Such programs may be more acceptable than individually
focused interventions, particularly in relation to issues that may be con-
sidered sensitive in some immigrant communities (e.g., mental health,
depression, family violence, sexuality). Urban coalitions can facilitate
communication and coordination among providers of health and social
support services for vulnerable immigrant women, including trafficked
women and girls and victims of sexual and domestic violence. Policy-
makers and urban planners must consider immigrant civic integration
as a priority in planning and designing public spaces and resources for
education, health, and leisure activities.

Improving Institutional Capacity and Addressing Language
and Communication Barriers

There is increasing recognition of the importance of recognizing pa-
tient diversity in the provision of health care and the need to address
inequities in the provision of health care related to race/ethnicity, gen-
der, language, and culture. Providing health-care services for diverse
groups of immigrant women requires effective partnerships with immi-
grant communities as well as institutional and individual commitments
to change the ways in which services are provided. Institutional capac-
ity for care that is sensitive and responsive to gender, social, cultural,
religious, and linguistic needs must involve all levels of service provid-
ers. Cultural awareness and sensitivity are necessary but clearly not suf-
ficient in understanding the ways in which migration, gender, culture,
and other factors shape immigrant women’s responses to health, illness,
and health care. As others have argued, culture is embedded in fluid
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networks of meanings situated within social, economic, political, and
historical processes that play out in power differentials and inequities
in health-care settings (Anderson and Reimer Kirkham 1998). Cultural
competency in health-care settings must be viewed as a multidirectional
phenomenon involving interactions between patients, providers, staff,
and the environment.

Substantial evidence from research and practice supports the need
for improved language access through the provision of formal, quali-
fied interpreting services within a supportive health-care environment
(Flores 2005; Smedley, Stith, and Nelson 2003). Language access is part
of organizational cultural competency and must include the availability
of bilingual providers and staff members or trained, qualified health-
care interpreters, as well as the provision of translated written materials
at appropriate levels of literacy and cultural and linguistic competency
training for all staff. In the United States, it is imperative that providers
at all levels of service understand and participate in the implementation
of the National Standards for Culturally and Linguistically Appropriate
Services in Health Care (US DHHS 2001).

Because effective interpreter-mediated communication requires
awareness and skillful attention on the part of providers and interpret-
ers, institutions must regularly train and update staff on language and
cultural communication awareness, skills, and competencies. Immi-
grant women and their families need appropriate orientation and
explanations to become fully aware of their personal rights to language
interpreter services; to understand the roles of all parties in an inter-
preted encounter; and to have the opportunity to provide feedback
regarding the quality and appropriateness of language interpretation
services. At the policy level, current national and local standards and
guidelines need to be reviewed, debated, and possibly revised to better
reflect the actual language assistance needs of patients, providers, and
interpreters, and to ensure the most effective practices.

Effective cross-cultural communication skills involve more than lan-
guage assistance. In communicating with immigrant women, providers
accustomed to the standard format of Western medical health history
need to be encouraged to adapt their communication style to more
narrative formats. To better serve the health-care needs of immigrant
women and their families, providers should be encouraged and enabled
to modify their communication styles (e.g., by asking fewer interroga-
tive questions and adopting a more open-ended questioning approach),
become better listeners, and involve immigrant women’s family mem-
bers more. Other communication barriers in caring for immigrant
women include the reluctance of many immigrant women to disclose
“family matters” with outsiders and their embarrassment, shame, or
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guilt in discussing personal health concerns (e.g., sexuality, mental
health). In contrast to the strong individual orientation of Western soci-
eties, immigrant women from more collective societies whose roles are
focused on caring for others may be reluctant to talk about themselves
or may not conceptualize their personal health issues in an individual-
istic framework. It is imperative to ensure privacy and take measures to
reduce the potential stigma of mental health care among immigrant
populations (Nadeem et al. 2007).

Promoting and Assuring Immigrant Women'’s Rights

The assurance of basic rights, including education, housing, employ-
ment, and health care, is necessary for the effective integration of immi-
grant women and their families into the social and cultural lives of the
cities in which they settle. At the local and global level, policymakers
must develop, implement, and monitor policies to ensure the human
rights of immigrants. Immigrant women’s needs must be addressed
in developing and implementing national and international immigra-
tion law. Although most migration policies are not designed to discrim-
inate against women, in practice women often face significant barriers
to legal migration, particularly due to restrictions imposed on visas for
female-dominant occupations (Global Migration Group 2008). The
inclusion of domestic employment under national labor law and codes
is a first step in protecting the rights of immigrant domestic workers
around the world.

National and local health policies rarely focus attention on the spe-
cific health concerns of immigrants. The rise of anti-immigrant pub-
lic discourses, racist groups, and overt violence against immigrants in
the United States prompted McGuire and Canales (2010) to exhort
health-care professionals to disrupt these anti-immigrant discourses
and address the invisibility of immigrants and their health and human
rights in their professional policy statements and practices. Health and
social service providers working with immigrant women must be encour-
aged to take seriously their roles as patient advocates, cultural brokers,
and social justice workers (Messias, McDowell, and Estrada 2009).

It is imperative that health and social service providers, policymak-
ers, and researchers recognize that in immigrant communities around
the globe, violence against women, whether it be sexual, domestic, or
workplace violence, is not an inherent attribute of culture but rather
“must be understood in the context of White supremacy, patriarchy,
colonialism, and economic exploitation of marginalized communities,
not as if such violence is inherent in the culture” (Sokoloff and Dupont
2005: 47). The exploitation of immigrant women, whether in the con-



The Health and Well-Being of Immigrant Women in Urban Areas 165

text of employment or human trafficking, “requires strong govern-
ment responses in the areas of prevention, protection, and prosecution”

(Global Migration Group 2008: 46).

Advancing Immigrant Women'’s Health Through Research

Research in the area of immigrant women’s health requires innovative,
interdisciplinary, and transnational approaches to examine the impact
of migration on health among specific immigrant populations. Analy-
ses of immigrant women’s health must go beyond descriptions of cur-
rent health status to examine relationships between health status and
social, behavioral, cultural, and environmental factors such as immi-
grants’ legal and citizenship status, length of residence in the host
country, country of birth, and access to and utilization of local and
transnational health and social services. In conducting research with
immigrant women, investigators must critically examine the cultural
appropriateness, reliability, and validity of health and illness measures
that were originally developed and designed for use with nonimmigrant
populations.

Large national data sets provide evidence of population trends but
often do not distinguish between subsets of immigrants; therefore, the
heterogeneity and diversity of immigrant women are often not evident
in analyses of these data sets. More research is needed to better under-
stand the health impact of migration policies, migration practices, and
health outcomes of migrant and receiving populations. Participatory,
community-based research with women in sending, transit, and receiv-
ing countries is needed to further understand the perspectives and
experiences of diverse groups of immigrant women.

In conclusion, the complex interactions of migration processes, urban
environments, health-care systems, and national and international pol-
icies may either contribute to or ameliorate health disparities among
immigrant women. Migration and settlement in urban areas can afford
women greater economic autonomy and independence and social and
educational advancement, thus contributing to the advancement of gen-
der equality and women’s empowerment in both sending and receiving
countries. Increasing collaboration and partnerships between immi-
grant women, community organizations, urban planners, policymak-
ers, health-care providers, and health and social service agencies at all
levels of service will contribute momentum to local and global efforts to
attain health for all.
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Chapter 9

Women'’s Health in the Urban Community:
National Institutes of Health Perspective

Vivian W. Pinn and Nida H. Corry

Every week, 3 million people in the developing world migrate to cit-
ies, including large numbers of women (UN-HABITAT 2009b). As has
been described in previous chapters, the pace of urbanization in many
low-income settings exceeds local government capacity to provide basic
amenities; as a result, urbanization in many places has resulted in the
creation of vast urban slums, where a third of all households are headed
by women (UN-HABITAT 2009b). This chapter discusses U.S. National
Institutes of Health (NIH) initiatives and priorities in response to
this phenomenon. After setting the stage with a review of the effects
of urbanization on women’s health, the chapter discusses the Office
of Research on Women’s Health (ORWH) research agenda and prior-
ities; Fogarty International Center (FIC) programs; other NIH initia-
tives; and the larger federal framework within which the NIH works to
address the needs of poor urban women in developing countries.

Women and Urbanization

Gender Inequality in the Urban Setting

Households headed by women frequently suffer disproportionately in
cities in the developing world. In fact, global urban poverty has become
highly feminized because poor, urban women tend to have low-pay-
ing jobs, high illiteracy rates, and fewer years of formal education. In
addition, they are more vulnerable to intimate partner violence and
are often forced to juggle family caretaking with work responsibilities.
Social and political factors often make it difficult for women to own a
home or land or to obtain credit to start small enterprises. For women,
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unstable housing has the combined potential to decrease food security
and sustainable development and further compound ill health related
to slum dwelling (Kothari 2003; Benschop 2004). Data suggest that
health on average is better in urban than rural settings, due to more
stable employment and better access to health services, clean water, and
sanitation. However, these average findings mask wide socioeconomic
differentials. When the data are disaggregated, urban poor often face
health risks nearly as severe as those of rural villagers and sometimes
worse, including high rates of infectious diseases and mental disor-
ders, such as depression and anxiety, for which prevalence rates among
women are double those for men (Harpham 2009: 112). In addition,
urban areas have a higher incidence of breast cancer, perhaps due to
increased risk factors, such as dietary factors, increasing age at first live
birth, and lifestyle (e.g., alcohol use, activity levels) (Byrne 1996).

One specific aspect of urban health services that needs priority at-
tention is reproductive health, which includes pregnancy, HIV/AIDS,
birth, maternal health, and fertility (Harpham 2009: 111). Impover-
ished urban women are significantly less likely than their more afflu-
ent counterparts to have access to reproductive health or contraception
and, not surprisingly, have higher fertility rates. In addition, the data
suggest that urban poor women have very little access to information
needed to make informed decisions about reproductive health, includ-
ing protection against sexually transmitted infections (STIs), such as
HIV/AIDS (Sai 1993; USAID 2004). HIV/AIDS is commonly thought
to be prevalent among urban poor due to specific risk factors, such as
sexual initiation at a younger age and more reported forced or traded
sex. An array of urban conditions influence the spread of HIV or the
severity of the illness, including overcrowding and high population den-
sity; inequitable spatial access and city form; competition over land and
access to urban development resources; pressure on environment re-
sources; and urban development capacity (Dyson 2003). In addition,
data suggest higher rates of violence by an intimate partner in urban
settings, especially slums. Gender inequality and alcohol use, which are
pronounced in many urban settings, are recognized as key determi-
nants of violence against women (Goebel, Dodson, and Hill 2010).

The urban settingitself is a social determinant of health. In this setting,
living and working conditions especially among urban poor women may
result in unsafe water, unsanitary conditions, poor housing, overcrowd-
ing, hazardous locations, and exposure to extremes of temperature cre-
ating health vulnerability. Gender inequality is another powerful social
determinant of health, as it is a fundamental structure of social hier-
archy that shapes access to health care. Consequently, women in urban
settings face the double burden of gender and an urban environment,
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which poses compounded social and structural challenges to achieving
and maintaining good health (Goebel, Dodson, and Hill 2010).

Aging and Urban Women

Between 1998 and 2050, the proportion of older people in urban com-
munities of developing countries will have multiplied sixteen times, from
about 56 million in 1998 to over 908 million in 2050 (UNFPA 2002). By
2050, older people will constitute one fourth of the total urban popula-
tion in less-developed countries. In almost all societies, women form the
greatest percentage of older people, and women are most often the care-
givers for the elderly. However, with increased urbanization and greater
numbers of women entering the workforce, women are less likely to be
at home during the day to spend time with older relatives. This issue
requires additional gender-responsive programs and services to assure
the support and well-being of aging women living in urban centers. To
effectively target resources and develop gender-responsive programs
and services, there is a need to provide evidence-based tools for assess-
ment and intervention. Therefore, the effects of urbanization on wom-
en’s health should be a focus of any global health research agenda.

Office of Research on Women's Health Mission

The mission of the NIH is to discover knowledge that will lead to better
health for everyone. As the primary federal agency in the United States
for conducting and supporting medical research, the NIH accomplishes
this mission by supporting and conducting both basic and applied bio-
medical and behavioral science research. Located centrally within
the Office of the Director, the Office of Research on Women’s Health
(ORWH) has the mission of improving women’s health through scien-
tific investigation focusing on women and by raising the awareness of
the scientific community about the importance of sex and gender fac-
tors in both basic and clinical research, along with their implications
for women’s health care. Recognizing the growing importance of the
effects of urbanization and lifespan issues on global women’s health,
the ORWH included specific discussions about relevant topics in its
preparation of a strategic plan for the next decade of the twenty-first
century (US DHHS 2010).

The ORWH was established in 1990 to respond to scientific, advo-
cacy, and congressional concerns about the lack of inclusion of women
in biomedical research studies funded by the NIH. In order to system-
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atically address these concerns, ORWH initially developed a research
agenda that focused on gaps and emerging areas in women’s health
and sex/gender factors. Programs to promote biomedical career devel-
opment for women, including research policy and health and science
careers, were created. ORWH led the NIH efforts to implement its clin-
ical research inclusion policy requirements. In recent years, ORWH
has developed and implemented innovative interdisciplinary research
and career development programs and has encouraged researchers to
address race/ethnicity, effects of poverty, urban and rural living, under-
studied populations, and other factors that contribute to the health sta-
tus and outcomes among different populations of women. The women’s
health research community embraces a comprehensive perspective that
includes access to medical services and the effects of poverty and the
environment on the health of women and their families.

ORWH Strategies for Women in Urban Areas

The ORWH celebrated its twentieth year at the NIH with the launch
of the new strategic plan that identifies research priorities for the next
decade. This plan incorporates suggested research initiatives that could
improve the health of urban-dwelling women in developing countries,
especially when poverty is a critical factor, through research and capac-
ity building (US DHHS 2010).

ORWH has focused on improving women’s and girls’ health across
the lifespan, encouraging NIH-funded research to incorporate sex/gen-
der determinants, health disparities/differences, and diversity—themes
applicable to women’s health in any country. Innovative interdisciplin-
ary research at ORWH has shifted the emphasis from the biological,
disease-specific model to look at other factors that affect the health of
women, including behavioral, social, community, racial/cultural, and
environmental influences. Geographic location, occupational responsi-
bilities, level of poverty, and access to health-care services are important
factors in shaping an effective medical research approach. ORWH rec-
ognizes that public health or medical interventions are insufficient to
address a range of diseases, including HIV/AIDS. Research that engages
the community can enable a more complete understanding of the con-
stellation of factors that contribute to the overall health and quality of
life of urban women. Empowering women—who often serve as the por-
tal to the health of their families and communities—to contribute to
research and benefit from the results can change the fundamental ways
women relate to their bodies and understand gender identity, and can
ultimately improve health outcomes for the community as a whole.
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Overarching themes in ORWH’s research agenda include the pre-
vention and treatment of diseases and conditions that affect women,
the biological and behavioral bases of sex and gender differences, basic
and clinical research methodology, and quality-of-life issues. In addi-
tion, ORWH develops research collaborations and partnerships with
other NIH institutes and centers (ICs) to maximize resources, increase
impact, and raise the visibility of emerging research issues in women’s
health. Initiatives have focused on the inclusion of women and minor-
ities in clinical research to acquire sex/gender-specific data. Other
initiatives have focused on promoting educational and career devel-
opment with the purpose of both attracting and advancing girls and
women throughout their scientific careers and encouraging both men
and women to sustain careers in women’s health research.

Within the broader context, ORWH is considering new paradigms
that can advance research on women’s health and sex differences in
future years. The agenda-setting process addressed several basic ques-
tions: What progress has been made? Which scientific issues, emerg-
ing technologies, and areas of research are poised to advance over the
next ten years? What partnerships and interdisciplinary approaches
can improve the health of women and girls around the world? How can
research results best be translated to benefit women’s health and pre-
vent, diagnose, or treat chronic and infectious diseases? How can the
scientific workforce capacity be increased in developing countries to
ensure that women are included at all levels and trained to be leaders in
the research and health-care delivery communities?

A paradigm shift will inherently include a shift in emphasis from vul-
nerability to resilience, focusing on the ability of women to cope with
serious threats to health and adapt to changing circumstances. For exam-
ple, strengthening social support networks, self-esteem, autonomy, and
connections with competent leaders and individuals in the wider com-
munity may build resilience among women and improve the health of the
urban poor in the next decade (Harpham 2009: 115). Such a paradigm
would need to identify specific opportunities and define methods to ad-
dress them. ORWH will encourage these considerations in the design of
research to explore new scientific approaches and applications that can
improve the health of future generations of women, their families, and
their communities—including those who continue to migrate to cities,
both within the United States and in other countries around the world.

ORWH facilitated a series of regional meetings with leading experts
in women’s health issues to identify scientific challenges and gaps in
knowledge and then to develop recommendations for future research.
Working groups were utilized to focus discussions on specific content
areas. Among these, and relevant to discussions of women’s health in
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urban communities of the world, were a working group on women’s
global health and another on understudied populations including
urban women and women who suffer from the effects of poverty. These
working groups are discussed in more detail later in this chapter.

ORWH Updated Research Agenda

The 2010 strategic plan, Moving into the Future with New Dimensions and
Strategies: A Vision for 2020 for Women’s Health Research, incorporates sev-
eral overarching strategies that reflect a commitment to global health
for women, particularly in developing countries and urban poor com-
munities (US DHHS 2010). Among these strategies are the following:

* Creale strategic alliances and partnerships to maximize the domestic and
global impact of women’s health research. It would be beneficial to ex-
pand global strategic alliances and partnerships aimed at improv-
ing the health of women and girls throughout the world.

Employ strategic communications of research findings and health mes-
sages to enhance understanding, credibility, and application of scien-
tific information derived from women’s health research to improve pub-
lic health and health care. Since cultural and racial/ethnic diversity
is a reality of our national and international societies and com-
munities, information about women’s health research and related
issues should be disseminated in culturally appropriate ways in
order to educate, explain, and promote healthy behaviors and
public health. Multiple media strategies, along with employing
the latest communication technologies, should be considered in
communications research to determine how to best reach diverse
audiences on a global and national level.

Employ innovative strategies to build a well-trained, diverse, and vigor-
ous women’s health research workforce. This strategy involves a two-
pronged approach. One is to devise programs to increase and
enhance the roles of women in science, research, public health
policy, and health leadership to support the scientific research
enterprise. The second is to ensure that both men and women
researchers understand and will pursue global research that ad-
dresses health issues of women.

Global Women'’s Health Research for the Coming Decade

As referenced earlier, ORWH facilitated a working group on women’s
global health to inform the development of the 2010 NIH strategic plan
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for women’s health and sex differences research. This working group
discussion took place at a scientific workshop hosted by the University
of California, San Francisco (UCSF) in May 2009. This working group
discussion was co-chaired by experts from UCSF and the University
of California, Los Angeles (UCLA) and NIH representatives from the
National Institute of Allergy and Infectious Diseases (NIAID) and the
Eunice Kennedy Shriver National Institute of Child Health and Human
Development (NICHD).!

The discussion reviewed sex- and gender-based disparities in disease
and injury throughout a woman’s lifespan, particularly in the areas of
health risks and health needs. The participants recognized that women
have less opportunity to enjoy good health and have greater needs due
to childbearing and longevity, as well as more responsibilities in pro-
viding health services, and are also less likely to possess the power to
bring about changes in these circumstances. Specific areas where global
disparities are particularly acute were highlighted, such as in mater-
nal mortality, unsafe abortion, and maternal disability. Participants
also looked at health conditions that almost exclusively affect women
in developing countries, including female genital mutilation, obstetric
fistula, chronic conditions (and deaths) associated with indoor cook-
ing fires, and the interaction of infectious diseases such as malaria and
HIV/AIDS with pregnancy (Buvinic¢ et al. 2006).

Discussions centered around three subtopics of women’s health: (1)
maternal, sexual, and reproductive health, (2) chronic diseases, and (3)
infectious diseases, considering questions such as: What should be the
priorities for research in this area? How should the priorities be set?
And, how could research be structured to achieve maximum impact on
women’s health in developing countries?

Based on discussions about the status of women’s global health, the
working group formulated a series of recommendations for funding
agencies in the following areas (Table 9.1).

1. Implementation science. Funding agencies are encouraged to sup-
port innovative, translational research to facilitate the implementation
of evidence-based and sustainable interventions in developing coun-
tries to improve women’s health. Improvements in health are charac-
terized by decreased maternal morbidity and mortality and increased
access to health care. Research should focus on preventive strategies
to reduce risk for reproductive, chronic, and infectious disease and on
development of standards of practice for conducting culturally sensitive
research that ensures effective interventions.

2. Sexual/reproductive health. Research is needed on the determinants,
long-term consequences, and effective strategies to eliminate or reduce
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Table 9.1. Examples of Recommended Strategies on Global Women's Health and Understudied
Urban Populations

Area of Focus Overall Recommendation
Global Women’s Health
Implementation science Support innovative, translational research to

facilitate the implementation of evidence-based
and sustainable interventions in developing
countries to improve women’s health.

Sexual/reproductive Research is needed on the determinants, long-
health term consequences, and effective strategies
to eliminate or reduce critical understudied
conditions that affect female children and
adolescents in developing countries. Longitu-
dinal studies could determine cumulative effects
on women across the lifespan.

Mechanisms of disease Research is needed on the biological, environ-
risk across the lifespan mental, behavioral, and physical factors that
contribute to or protect against chronic diseases,
including mental illness, in women, as well as
research that explores their mechanisms
of action.

Infectious diseases Research is needed to understand the increased
susceptibility of women in the developing world
to various infections, including malaria, human
immunodeficiency virus, human papillomavirus,
and sexually transmitted infections.

Capacity building Research capacity in developing countries could

in developing countries be enhanced through mentorship programs,
research training programs, career and
leadership development for women, and building
supportive institutional environments to encour-
age health professionals to continue working in
their own countries.

critical understudied issues that affect female children and adolescents
in developing countries, including early sexual trauma, female genital
mutilation, exploitation and trafficking, coerced sex, unwanted preg-
nancy, gender-based violence, and early marriage. Longitudinal studies
could determine cumulative effects on women across the lifespan. One
important area of focus would be the development and evaluation of
new and improved contraceptives that are appropriate and sustainable
for developing countries to address unwanted pregnancy among the
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Area of Focus

Overall Recommendation

Understudied Urban Populations

Participation and
inclusion of understudied
groups of women

in various research
designs

Incorporate considera-
tions of place, space,
and context

Role of trauma in

Develop new technologies and methodologies for
remote data collection; new measures, statistical
approaches, and sampling methods in small
samples; and strategies to overcome time/
distance/literacy/differently abled/social role
barriers to research participation.

Increase measurement of specificity and detail

to identify culturally contextual factors that
distinguish the influential factors and risk details
within groups. Disaggregation of data is needed.

A biopsychosocial research agenda for under-

health outcomes studied women needs to encompass the role of

trauma on health outcomes.

Health communication
and literacy

Identify how women access health care and
health information as a function of their differ-
ent statuses. Examine and identify effective ways
to use women’s existing social networks to dis-
seminate health information and translational
findings from research.

Source: U.S. Department of Health and Human Services. 2010. Moving into the Future
with New Dimensions and Strategies: A Vision for 2020 for Women’s Health Research. NIH
Publication No. 10-7606. Bethesda, Md.: Public Health Service, Naitonal Institutes of
Health, Office of Research on Women’s Health.

young, marginalized, and poor. In addition, behavioral research was
identified as vital to understanding factors underlying the expanded
use of contraceptives in developing countries.

3. Mechanisms of chronic disease risk across the lifespan. Research is
needed on the biological, environmental, behavioral, and physical fac-
tors that contribute to or protect against chronic diseases (including
mental illness) in women and should explore their mechanisms of ac-
tion. Many other factors, such as poverty, the environment, and un-
equal social status, negatively affect women’s health. To address these
disparities, research should focus on early life events and exposures (in-
cluding in utero), family and intergenerational causes, and lifestyle fac-
tors that uniquely affect women. Because chronic depression among
women in developing countries has been particularly neglected, re-
search is needed that identifies both protective and risk factors for de-
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pression, as well as best practices for prevention and treatment within a
range of cultural, political, and economic contexts.

4. Infectious diseases. Research is needed to understand the increased
susceptibility of women in the developing world to various infections,
including malaria, HIV, human papillomavirus (HPV), and STIs. Re-
search on the biological factors that may contribute to this increased
susceptibility can help explain sex differences in infectious diseases. For
example, it would be useful to study the pathways of behavioral and
hormonal changes across the menstrual cycle and lifespan that can in-
fluence infectious disease susceptibility. This research would lead to a
greater understanding of how women are affected differently and can
lead to sex- and gender-appropriate prevention, diagnostic, or treat-
ment models. Also needed is research on the physiologic mechanisms of
transmission of HIV and other infectious diseases through breast milk,
since breastfeeding is so important for children’s health in resource-
constrained environments. The group also noted that pregnancy and
compromised nutritional status may place millions of females at in-
creased risk for disease.

5. Capacity building in developing countries. A major problem affect-
ing developing countries is human capital flight, or “brain drain,” of
health researchers, medical practitioners, and health program man-
agers. To help slow or reverse this trend, research capacity in devel-
oping countries could be enhanced through mentorship programs,
research training programs, leadership development for women, and
building supportive institutional environments to encourage health
professionals to continue working in their own countries. Recommen-
dations in this area also included the implementation of a resource
center of information technology, standardized definitions, method-
ologies, and data on women’s health, which could be easily accessed
and shared to enhance research among many disparate populations
around the world.

Understudied Populations Research for the Coming Decade

The working group that focused on women and girls who are under-
represented in research studies due to their vulnerable societal statuses
or other reasons met at Northwestern University in Chicago in October
2009. The session was co-chaired by experts from UCLA, West Virginia
University, George Mason University, Howard University Hospital, the
University of Wisconsin—-Madison, and representatives from NICHD,
the National Institute of Diabetes and Digestive and Kidney Diseases
(NIDDK), and the National Center on Minority Health and Health Dis-
parities (NCMHD).?
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This discussion group addressed the diversity of understudied or un-
derrepresented groups in research and the unique configuration of
risk and protective factors found in particular populations of women.
The participants considered such subgroups as racial/ethnic minority
women, immigrant women, women in urban and rural areas, women
with disabilities, and women living in poverty. The discussion focused
primarily on the identification of crosscutting research issues and
overarching themes that would be applicable to most groups of un-
derstudied women. The working group developed the following recom-
mendations for funding agencies to consider (see Table 9.1).

1. Increase participation and inclusion of understudied groups of women in
biopsychosocial, biomedical, and other research designs. Approaches to im-
prove representation of understudied groups include (1) developing
new technologies and methodologies for remote data collection; (2)
developing new measures, statistical approaches, and sampling meth-
ods in small samples to include understudied subpopulation groups of
women; and (3) developing strategies to overcome time, distance, liter-
acy, differently abled, and social role barriers in order to enhance and
increase participation of understudied groups of women in various re-
search designs.

2. Incorporate considerations of place, space, and context in studies of wom-
en’s health. Measurement of specificity and detail needs to be increased
to identify culturally contextual factors that distinguish the influential
factors and risk details within groups; thus, disaggregation of data is a
key factor.

3. Integrate a focus on the role of trauma in health outcomes of understud-
ied groups of women. A biopsychosocial research agenda for understud-
ied women needs to encompass the role of trauma on health outcomes.
For example, research should focus on the “gendered” nature of trauma
and the ways that women’s experiences of trauma influence lifespan
and intergenerational outcomes.

4. Improve health communication and literacy. Relatively little evidence
is available to inform “best practices” for improving the health literacy
levels of women from understudied subpopulation groups. Therefore
it is important to identify how women access health care and health
information as a function of their different statuses (e.g., socioeco-
nomic status, geography, age, sexual orientation, and differently abled).
In addition, research should examine and identify effective ways to use
women’s existing social networks to disseminate health information and
translational findings from research. One specific suggestion included
investigating methods for the improvement of women’s and girls” health
literacy through the use of public campaigns and activities, similar to
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those that teach women about appropriate ages for health screening
and vaccination activities.

Fogarty International Center Programs

ORWH collaborates with the Fogarty International Center (FIC) at
NIH, which supports and facilitates global health research conducted
by U.S. and international investigators, builds partnerships between
health research institutions in the United States and abroad, and trains
the next generation of scientists to address global health needs. The
FIC supports research and research training programs that focus on
the needs of low- and mid-income countries dealing with both commu-
nicable (e.g., HIV/AIDS, malaria) and noncommunicable (e.g., tobacco
addiction, brain disorders) diseases and disorders, and the FIC research
portfolio also includes population health, environmental health, and
research ethics.

Global Research Initiative Program for New Foreign Investigators

The research training and capacity-building programs at FIC include
the Global Research Initiative Program for New Foreign Investigators
in Basic/Biomedical Sciences and Social Sciences (GRIP), for which
ORWH is a partner. This program promotes re-entry of NIH-trained
developing country investigators into their home countries as part of
a broader program to enhance the scientific research infrastructure
in developing countries. Consequently, “second-generation” training
occurs when these foreign scientists return home and contribute to the
training of the next cohort. In addition, this program aims to stimulate
research on a wide variety of high-priority health-related issues in these
countries. Examples of GRIP-supported research topics relevant to
women’s health include the association between widow inheritance and
HIV infections; iron supplementation in HIV-infected women in Mex-
ico; the use of antenatal corticosteroids; and Balkan endemic nephrop-
athy in women.

FIC Clinical Research Scholars and Fellows Program

The FIC Clinical Research Scholars and Fellows program (FICRS-F) re-
sponds to the acute need for future U.S. clinical investigators to contrib-
ute to research that will address issues in global health. The FICRS-F
provides highly motivated U.S. medical and graduate students in the
health sciences the opportunity to experience one year of mentored
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clinical research training at distinguished low- and middle-income
country research institutions at which NIH has active programs. Each
U.S. student is paired with a low- or middle-income-country student,
who also receives training as an equal partner. The program includes
a postdoctoral program for medical residents and fellows, as well as for
scientists with doctoral degrees engaged in health-related postdoctoral
programs. The majority of scholars and fellows in this program are
women (65 percent).

Medical Education Partnership Initiative

One of the newest FIC programs, the Medical Education Partnership
Initiative (MEPI), with support from the ORWH, the NIH Office of
the Director, the NIH Office of AIDS Research, the Office of the U.S.
Global Aids Coordinator and other U.S. government agencies, was de-
signed to build research and clinical capacity in sub-Saharan African
countries. Additional collaborators include seventeen NIH ICs, the Cen-
ters for Disease Control and Prevention (CDC), the U.S. Department of
Defense, and the U.S. Agency for International Development (USAID)
at the Department of State. Institutions in countries that receive the
President’s Emergency Plan for AIDS Relief (PEPFAR) support three
major goals: to increase the number of health-care workers who work
in HIV/AIDS prevention, treatment, and care by 140,000; to strengthen
the medical education system in these countries; and to retain faculty of
medical schools and clinical professors.

Other Fogarty International Center Initiatives

The AIDS International Training and Research Program (AITRP) sup-
ports research on women’s health that examines sex and gender differ-
ences related to antiretroviral treatment access, AIDS-related mortality
and long-term survival rates, and risk for HPV infection. In addition, the
research addresses cultural notions of sexual reputation and factors that
may have a differential impact on HIV-infected women. A recent mater-
nal health study in the medical journal The Lancet found that 61,400 ma-
ternal deaths worldwide were attributable to HIV in 2008 (Hogan et al.
2010). Further, one of the key priorities for the Office of AIDS Research’s
FY2011 Trans-NIH Plan for HIV-Related Research is to translate HIV-
related research from bench to bedside to the community, focusing on
both epidemiological studies and information dissemination. The spe-
cial populations targeted by this plan for the reduction of HIV-related
disparities include women and girls of various racial and ethnic popula-
tions in a global setting (Office of AIDS Research, NIH 2010).
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Researchers at the University of KwaZulu-Natal, Durban recently re-
leased promising findings from the CAPRISA 004 trial, which assessed
the safety and effectiveness of a candidate antiretroviral microbicide
gel containing 1 percent tenofovir, a nucleotide reverse transcriptase
inhibitor widely used in the treatment of HIV, for the prevention of
HIV acquisition in women (Karim et al. 2010). This study, supported by
multiple NIH ICs, was conducted from May 2007 to March 2010 at an
urban and a rural clinic in KwaZulu-Natal, South Africa, and employed
a two-arm, double-blind, randomized, placebo-controlled trial design.
Findings indicated that tenofovir gel reduced HIV acquisition by an es-
timated 39 percent overall and by 54 percent in women with high gel ad-
herence. The protective effect of coitally-related tenofovir gel use was
apparent soon after initiation and peaked at 50 percent following 12
months of gel use. Notably, this protective effect was evident irrespective
of sexual behavior, condom use, herpes simplex type 2 virus infection,
or urban/rural differences. The study found no increase in the overall
adverse event rates, no changes in viral load, and no tenofovir resistance
in HIV seroconvertors. The researchers called for additional studies to
corroborate these findings and to compare the safety, effectiveness, ad-
herence, and/or cost of coitally-related tenofovir gel with daily tenofo-
vir in either the oral or gel formulation for HIV prevention. The authors
posit that “this antiretroviral microbicide could potentially fill an im-
portant HIV prevention gap, especially for women unable to success-
fully negotiate mutual monogamy or condom use” (Karim et al. 2010).

The FIC also supports studies focused on mental health, a critical
issue for women in developing countries. A program entitled “Brain Dis-
orders in the Developing World” funds research grants to study brain
disorders across the lifespan in low- and middle-income nations. The
purpose of the grants is to build sustainable research capacity in these
countries to address nervous system development (sensory, motor, cog-
nitive, and behavioral), function, and impairment throughout life and
to lead to diagnostic, prevention, and treatment strategies that are
applicable worldwide. Research areas related to women’s health include
postpartum depression, the interface of psychiatric disorders and HIV
in women, and the effects of neurotoxins/neurotoxicants in the home.
Several other NIH ICs and ORWH partner in this program.

NIH Initiatives in Climate Change/Environmental Health
In May 2009, The Lancet termed climate change “the biggest global

health threat of the 21st century” (Costello et al. 2009). Urban envi-
ronments, because of concentrated populations, are most vulnerable
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to extreme weather events caused by climate change. In addition, as
greenhouse gases accumulate in the atmosphere, extreme weather con-
ditions threaten to take an exceeding toll on women, who make up a
large share of the world’s poor.

In recent years, reports by international organizations such as the
United Nations have highlighted the disproportionate impact of cli-
mate change on the world’s women. Greater poverty, less power over
their own lives, less recognition of their economic productivity, and
an unequal burden in reproduction and child raising cause women to
face additional challenges as the climate changes. Women and girls in
many developing countries constitute the larger share of the agricul-
tural workforce and have access to fewer income-earning opportuni-
ties, thus limiting their mobility and increasing their vulnerability to
weather-related natural disasters. One of the recommendations of the
United Nations Population Fund report on climate change was to bring
a better understanding of population dynamics, gender, and reproduc-
tive health to climate change and environmental discussions at all lev-
els (UNFPA 2009: 4-6).

In 2008, the FIC coordinated a planning group to assess the research
questions in health and medicine that climate change presents. This
Trans-NIH Working Group on Climate Change and Health actively
involves sixteen NIH ICs who are working to identify research needs
and priorities for an NIH research agenda on this topic. In January
2009, an interagency working group, led by the National Institute of
Environmental Health Sciences (NIEHS), was formed to identify areas
for strategic research on the linkage between climate change, the envi-
ronment, and human health to develop a general conceptual model
for research coordination. The recommendations of these two groups
will guide the NIH in the development of a research portfolio that is
science driven and relevant to the need for prevention and interven-
tion to protect human health from climate change on the national and
global level.

Recently, the interagency working group, led by NIEHS, completed
a report entitled A Human Health Perspective on Climate Change, which
identified gaps in knowledge of the consequences for human health of
climate change, as well as mitigation and adaptation, and suggested re-
search to address these gaps (Portier et al. 2010). The report noted that
children, pregnant women, and the elderly are, in general, more sus-
ceptible to diseases linked to climate change and that poverty typically
makes people more vulnerable to many of the health effects of climate
change. Poverty is a factor largely due to inadequate access to health
care, as well as to displacement, often to urban communities. The au-
thors emphasized that a “broad-based, trans-disciplinary research port-
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folio” is needed to undertake this type of research, which will help
us “develop the proper tools and make informed choices that will ul-
timately result in better health and better lives for the citizens of the
United States and of the world” (Portier et al. 2010).

Another component of the ORWH strategic planning process carried
out at UCSF in May 2009 was a working group on women’s health and
the environment. This session was co-chaired by experts from UCSF,
Kaiser Permanente, Asian Communities Reproductive Justice, and NIH
representatives from NICHD, NIEHS, and the National Cancer Insti-
tute (NCI).? This group developed recommendations that included
identifying a broad range of underexplored environmental factors that
affect women’s health across the lifespan, including those related to cli-
mate change. A second focus was on funding research to evaluate how
public policy can address environmental influences on women’s health.
Another, applicable to women living in large cities of developing coun-
tries, was to support community-based research that would increase
the quality and usability of research. In addition, this type of research
should build capacity among researchers and members of the commu-
nity to prevent and mitigate negative environmental effects on wom-
en’s health.

Clinical Trials for Women in Developing Countries

The NIH Revitalization Act of 1993 (Public Law 103-43) included lan-
guage to ensure that women and racial/ethnic minorities and their
subpopulations are included in all human-subject research funded
by the NIH. This law was based on the concerns of advocates, scien-
tists, and members of Congress about the lack of inclusion of women
in NIH-funded biomedical research studies on health conditions that
affect both men and women. The act requires Phase III clinical trials to
include women and minorities and their subpopulations in such num-
bers that a valid analysis of differences in intervention effect can be
completed. Outreach efforts and programs to recruit these groups into
clinical studies were called for by the law, with cost not permitted as
an acceptable reason for exclusion of these groups. Consequently, NIH
now has a policy based upon the implementation of this law.

Current trans-NIH tracking mechanisms in the scientific review of
individual grants do not capture the economic status of participants,
nor geographic location, such as urban or rural environment. To meet
the NIH policy regarding inclusion of "minorities,” utilization of the
classification policies of the U.S. government Office of Management
and Budget (OMB) is required (U.S. OMB 1997). Non-U.S. participants
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in clinical research should be categorized according to the OMB clas-
sification scheme as if they were domestic participants. The law is clear
that there are no exceptions to policy implementation, so that NIH-
supported studies conducted outside of the United States must meet
the requirement of identification of sex/gender and of race/ethnicity of
their participants.

Enrollment statistics for recent clinical research reflect the com-
mitment of NIH to women’s health on a global level. The years 2002
through 2008 witnessed an increase of participants in non-U.S. proto-
cols of Phase III clinical trials from 30,111 to 201,473, with 53.5 per-
cent enrolled female participants in 2008. The total enrollment in all
non-U.S. clinical research studies conducted in 2008 was 1,277,728 (8.3
percent of total enrollment), and females made up 57.1 percent of all
non-U.S. subjects (ORWH 2009: 116, 123).

Numerous clinical research studies at the international level are cur-
rently being conducted on diseases of documented high prevalence in
urban settings, including breast cancer, cardiovascular disease, obe-
sity, trauma and violence, depression, and HIV/AIDS. A comprehensive
list of these studies is available online at www.clinicaltrials.gov, a site
sponsored by the NIH that provides consumers, as well as health profes-
sionals, with up-to-date information about the availability, status, and
location of clinical trials for a wide range of health issues.

Many of the current NIH programs are highly relevant to women in
developing countries; for example, the NICHD efforts to reach women
worldwide include addressing the impact of pregnancy on maternal
obesity, preventing maternal mortality in developing countries, and
preventing HIV transmission during pregnancy. Many clinical research
studies rely both on NIH investigators from the United States and NIH-
funded researchers in other countries.

National Institutes of Health Top-Down Support

NIH director Francis Collins has identified global health as one of five
areas of focus during his tenure. Collins noted in his inaugural address
that global health research “should be a conversation with other coun-
tries, but not one in which the great United States tells the world what
the answers are without listening to their experiences” (Collins 2009).
Collins follows the lead of previous NIH directors who supported global
health, including Harold Varmus, who served as a co-chair on the recent
Institute of Medicine (IOM) report that issued recommendations for
the U.S. commitment to global health to the new administration (IOM
2009). In addition, former NIH director Elias Zerhouni was announced


www.clinicaltrials.gov

186  Vivian W. Pinn and Nida H. Corry

as a special science envoy to the Muslim world for the administration of
the president of the United States (National Science Foundation 2009).

Federal Global Health Perspective

The U.S. government’s Global Health Initiative (GHI), a six-year $63 bil-
lion initiative to improve and expand access to health services globally,
has a strong focus on improving maternal, newborn, and child health
and, via a series of trans-GHI principles, supports implementing GHI
programs through woman- and girl-centered approaches. In support
of this objective, the GHI will encourage long-term systemic changes
to remove barriers and increase access to quality health services for
women across their lifespan, for example, supporting integrated health
services, improving training of health providers on gender issues, and
engaging civil society to address gender equity in health care. Through
the GHI, the U.S. government is pursuing a comprehensive “whole-of-
government” approach to global health, led by a committee composed
of the heads of the USAID, NIH, CDC, and the U.S. Global AIDS Coor-
dinator, thus engaging the full federal science community in this effort.

Within the U.S. Department of Health and Human Services, the
Office of Global Health Affairs serves as liaison to the World Health
Organization and promotes the health of the world’s population by
advancing the global strategies and partnerships set forth by the Sec-
retary of the U.S. Department of Health and Human Services. Federal
government efforts are linked to the Millennium Development Goals
of the United Nations, the world’s time-bound and quantified targets
for addressing extreme poverty in its many dimensions—income pov-
erty, hunger, disease, lack of adequate shelter, and exclusion—while
promoting gender equality, education, and environmental sustainabil-
ity (United Nations Development Programme n.d.). NIH and ORWH
are operating within this dynamic, multidimensional federal framework
that reinforces initiatives and priorities that can assist in addressing the
needs of poor urban women in developing countries.

Future Directions

Scientists, advocates, and health-care providers have participated in cre-
ating a dynamic, interdisciplinary, science-based approach for future
endeavors that address prevention, detection, and treatment of illnesses
and health conditions among women of all races, cultures, and ages
in diverse environments and different geographic settings. The newly
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revised NIH research agenda on women’s health for the first time
includes specific discussions related to urbanization and globalization
that can encourage both investigators and funding agencies to address
deficiencies in our understanding of these issues.

In the next decade, ORWH and its NIH partners will continue to ad-
dress gaps in knowledge, build a flexible framework for evolving re-
search priorities, and integrate new knowledge into scientific, health
professional, and public health education that can be globally applica-
ble. A long-term focus will be sustaining public and personal health in-
terventions by building competencies needed to overcome the specific
health challenges of urban environments for girls and women in de-
veloping countries around the world. NIH enters the next decade pre-
pared for the broader challenges inherent in creating synergy in the
global community through research and scientific capacity building
that will ultimately result in improved health of girls and women, their
families, and their communities.

The authors appreciate the contributions to this chapter of members of the
NIH Fogarty International Center, including Deputy Director Michael John-
son, M.D., Susannah Cleary, Ph.D. (NIH/NINDS), Rachel Sturke, Ph.D.,
M.P.H., M.ILA,, and Nalini Anand, J.D., M.P.H.; members of the ORWH staff,
including Deputy Director Janine Clayton, M.D., and Indira Jevaji, M.D., M.S.L.
The authors also appreciate the editorial assistance of Jennifer M. Bishop and
Mary Lou Rife of Educational Services, Inc.



Chapter 10

Transforming Urban Environments

Diane Cornman-Levy, Grace R. Dyrness, Jane Golden,
David Gouverneur, and Jeane Ann Grisso

Our personal experiences as advocates, activists, and academicians have
illuminated women as the center of community change and the archi-
tects of strong social networks that can spark community transforma-
tion. In this chapter, we describe exciting models of change in poor
urban communities. We begin by telling our stories—stories that rep-
resent real life experiences of urban transformation. As we reflect on
these models of success, common themes emerge, both positive and
negative. These themes lead us to discussions of possible barriers to sus-
tainability as well as practical principles that we believe will improve the
likelihood of success. But, first, our stories.

The following pages describe some exciting examples of urban trans-
formation, both in cities in the United States and in developing coun-
tries. The pivotal role of women in community change emerges in every
setting.

More Than Just a Vegetable Garden

The City of Philadelphia has more than 40,000 vacant lots, many of
which are magnets for trash and crime as well as symbols of hope-
lessness. A majority of these lots are located in poor neighborhoods
throughout Philadelphia—neighborhoods where children, youth, and
families struggle with hunger, violence, decent housing, lack of sustain-
able jobs, and poor health.

The statistics are at best bleak. At 24 percent, the poverty rate in Phila-
delphia is the third highest rate among large U.S. cities. In 2009, commu-
nity organizations in Philadelphia reported a 50 percent increase in the
number of families seeking food assistance and a major gap between the
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demand for food and the availability of food through food cupboards
(Federation of Neighborhood Centers 2009). More families are going
hungry. Mothers deal with the daily struggle of keeping their children
safe and finding programs that will promote the healthy development of
their children. Families feel isolated from “mainstream” society. All of
these factors create an environment of high stress and hopelessness.

In spite of those daunting realities, women throughout Philadelphia
are organizing to create better lives for themselves and for their chil-
dren. The driving force behind the work of many women is their chil-
dren. Like all mothers, they want the best for their children and they
will do what it takes to build a better life for them.

In the winter of 2005, community leaders—all of whom were women—
from a low-resource neighborhood in Central North Philadelphia orga-
nized a meeting to discuss the challenges they faced, including violence,
lack of healthy food, and lack of positive programs to engage their chil-
dren, especially their teenagers. They discussed the vacant lots in their
community, lots that attracted violence and trash. They voiced their
frustrations about the lack of investment in their communities. They
talked about how wonderful it would be to have a large grocery store
in their community that would provide healthy food and jobs for com-
munity members. As the discussion evolved, new ideas developed. The
women started asking questions about the vacant lots: Why can’t we
transform them into gardens? How about creating urban farms? As the
ideas flowed, the energy and creativity in the room intensified, and soon
a vision emerged of an urban farm that would not only produce afford-
able, healthy food for their families, but also provide learning opportu-
nities for the children.

The brainstorming session led to a written strategic plan for securing
land for the urban farm. The women organized themselves and reached
out to potential partners with expertise in urban farming, land acqui-
sition, and health and nutrition. Within six months, the women had
secured a parcel of land. Community members and their partners vol-
unteered to clean up the land and prepare for the first plantings. By the
spring of 2005, a dozen vegetable beds were formed. This once vacant
piece of land transformed into a working urban farm producing fresh
produce for the community.

The community leaders continued to meet and discuss next steps.
During the discussions, the women expressed their continued concern
for engaging their older children in positive activities and keeping them
off the streets. Soon the idea of a youth-led urban agricultural business
emerged. Youth would learn how to transform vacant lots into urban
farms. They would learn how to manage the farms and run socially
responsible businesses. As they grew healthy food for their communi-
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ties, they would also learn how to plant, nurture, harvest, package, and
distribute vegetables, herbs, fruit, and flowers; sell produce and garden-
related products (e.g., cookbooks, calendars) to local communities, res-
taurants, and stores; design and conduct nutrition programs; design
marketing materials (i.e., Web site, newsletters, brochures); manage
finances; communicate effectively; apply character strengths to solve
problems; and build healthy relationships through teamwork, network-
ing, sales presentations, and customer service. Figures 10.1 and 10.2
show teen community members harvesting and selling produce grown
in their urban gardens.

In 2006, these community youth came together and created a new
business, Teens 4 Good. The brainstorming of community leaders had
planted the seed that turned one vacant lot into a garden and then into
a youth-led urban agricultural business. Today there are eight urban
farms in sixteen low-income neighborhoods that employ 150 youth per
year and harvest more than 5,000 pounds of produce—enough to sup-
ply five families of four with vegetables for one year. Teens 4 Good con-
tinues to grow because it is owned by the youth and the community, who
build the capacity of youth to become engaged, productive leaders of
the future. Now those teens and their mothers have a new and exciting
vision for the future. They want to create a national model of youth-led
urban agricultural businesses. They will use twenty-first century skills
to build the leadership capacity of at-risk youth while developing mod-
els of local food systems that bring fresh, affordable produce to their
neighborhoods.

Ties That Bind

Manila, the capital of the Republic of the Philippines, is a city of more
than 20 million people. Not only is it is the largest city in the Philippines,
but it is also the most densely populated city in that country and, by some
accounts, in the world. About 40 percent of all Filipinos live in abject
poverty, and in Manila the poverty is palpable. Sections of the city are
home to informal settlements consisting of small houses made of a vari-
ety of materials, from plywood to, in the most dire of cases, cardboard.
Roof after roof extends across the horizon of the largest slum areas, zinc
sheets held down with old tires, stones, and anything else that will help
keep the roof from blowing off during the strong typhoon winds that
pass through every monsoon season. People courageously try to make a
living, working mostly in marginalized occupations such as house help-
ers, construction workers, laundry washers, ironers, and scavengers. Oth-
ers set up small businesses selling vegetables or fish in the market stalls,



Figure 10.1. One of Teens 4 Good founders harvesting cucumbers in the
group’s urban farm. (Photo courtesy of Diane Cornman-Levy.)
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Figure 10.2. Teens 4 Good youth selling their produce at a neighborhood
farmers’ market. (Photo courtesy of Diane Cornman-Levy.)

brewing local beer, running small gambling houses, or cooking meals
for workers who cannot go home to eat. This is how Aling Lita lives.

Aling Lita has four children. She lives with her family in a house in
one of the resettlement areas, sites set up just outside the city by the gov-
ernment as a means of moving people out of the squatter settlements
within Manila. Yet Aling Lita relies on the opportunities for work that
are available in the city and commutes back and forth to the resettle-
ment area. She washes clothes for wealthier people in Manila. Her hus-
band is a shoe shine person, an extremely precarious occupation that
brings in very little money on a daily basis. Their house is a one-room
structure made out of plywood with one bed, a small table, a chair,
and a kerosene stove for cooking. There is no bathroom in the house,
although there are facilities available outside.

Women like Aling Lita form strong social networks that support
them in their daily lives and help them while they negotiate the com-
plex issues of survival and caring for and educating their children. The
networks become a source of solidarity for these women and become a
springboard for community transformation. They are a key strategy for
coping for many women. Most of the networks develop from activities
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Figure 10.3. Women working together in Tanzania. (Photo courtesy of Donald
E. Miller.)

around the home. Groups of women who cook meals to sell within the
slums support one another even amid competition for customers. Thus,
if one woman becomes ill and cannot cook, the others cook for her and
deliver the food to her customers so she will not lose them. This is true
for women in much of the developing world, such as the two women pic-
tured in Figure 10.3 working together in Tanzania.

For Aling Lita in Manila, relying on her friends and neighbors to help
her when she gets sick, or to care for a sick child while she goes into the
city to wash clothes, is vital for her survival. Supporting one another
becomes a means of creating a safety net, of providing help just when
itis needed. Only in this way can women like Aling Lita keep their jobs
and customers. And they will do the same for their friends.

These networks at times become the source of women’s entertain-
ment and leisure. It is here they can share the latest gossip and news,
provide tips for getting jobs or customers, and simply laugh and tell
jokes. Often this occurs around the local water spigot or in the market.
The hard work of living in a slum or squatter settlement does not allow
much time for leisure. Women become resourceful and take advantage
of times when they are together to enjoy themselves. One of Aling Lita’s
neighbors was vehemently opposed to the suggestion that her daugh-
ters should go to the water spigot and do the hard job of washing laun-
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dry: Why in the world would she want that? It would deny her the one
chance she has of being with her friends! While washing clothes or sit-
ting in the market stall, women build ties that bind.

To an outsider it may seem that Aling Lita is living in dire poverty,
with few material possessions, struggling to keep food on the table for
herself and her family. But she feels that she is doing well. To her, the
city is the place where she pins her hope for the future of her children.
That is the reason she came to the city, to provide opportunities for her
children. Now, in spite of the struggle and hard work, she says a dream
of hers is being achieved: “Here it s, it has been realized. It was difficult,
but I am very thankful that we now have our own house. This was my
dream. Now I have my own place” (Dyrness 1978: 63).

Aling Lita’s story echoes in many cities around the world where
women rely on one another to survive. These are courageous, industri-
ous, entrepreneurial women. Even homeless women seek ways to con-
nect and build solidarity among themselves, by watching one another’s
children, providing sounding boards for airing common concerns, and
communicating vital information about job possibilities or services that
can be utilized. Women depend on their network of friends to survive
the harsh realities of their lives.

In addition to creating a tapestry that holds the community together,
these networks can also be a springboard for transforming even the
most desperate living situations by providing the solidarity needed
when advocating for change. Indeed, they often become the basis of
community organizing. Aling Lita and her friends in a Manila slum
talked together about the lack of services they were getting from the
government (such as no trash collection) and decided to stage a dem-
onstration in front of the police department to bring notice to their
predicament. They took their babies and sat in the police station and
refused to budge until they were guaranteed a truck for garbage col-
lection, using their role as mothers and providers to join together for
the good of the community and in their own self-interest. Because they
had already learned to rely on one another for the small things, they
were ready to join efforts for the larger, community-wide changes that
they believe need to happen. Working together is a strategy they have
learned for survival; but much more than that, it is a way to thrive and
improve the lives of their families and their communities.

Medellin: From War Zone to a Place of Peace and Hope

The story of Medellin is about optimism and the belief that cities can
change in a very short period, improving the quality of life in poorer
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communities. Medellin is the second largest city in Colombia, with a pop-
ulation of 3.5 million. Nestled in a narrow Andean valley at an elevation
of 3,000 feet, Medellin gained world attention in the 1980s as the epicen-
ter of the production and trade of cocaine, giving leverage to drug car-
tels and making it one of the most violent cities on the planet. Most of the
crime occurred as a result of vendettas between the drug lords, particu-
larly within poorer, informal neighborhoods located on the steep slopes
of the Medellin valley. In these poor neighborhoods, a high percentage
of the population engaged in drug-related activities. They were not often
pursued by the police due to the difficult accessibility, which made them
off-limits for nonresidents and authorities alike. The violence became so
severe that many residents died and others were forced to flee.

In less than a decade, Medellin has experienced one of the great-
est environmental and civic transformations in history. It has become
a unique example of how urban change may occur despite the most
adverse conditions. This success story stems from an unusual synergy
among talented politicians, public officials, community leaders, and
creative professionals.

For decades, Colombia had been plagued with violence. Millions of
its citizens left the country in search of better living conditions. The
violence and disruption severely affected Colombia’s reputation and
its economy. The guerrilla movement, which began in the late 1940s,
initially sought structural social reform. To fund their work, the guer-
rilla movement gradually embraced drug trafficking, gaining immense
wealth and political leverage. The drug cartels took control of vast rural
areas of the country where the drug labs and transportation bases were
located, making driving between the major urban centers a high-risk ac-
tivity. In addition to the original guerrilla organizations, rival groups en-
tered the drug business, increasing the level of conflict and corruption.

In the late 1990s major changes occurred in the political arena in-
cluding, in particular, the emergence of a highly qualified politi-
cal leadership committed to restoring governance. Presidents Cesar
Gaviria and Alvaro Uribe were crucial figures in this era. Restoring
functioning government also included the implementation of Plan Co-
lombia, which included financial, military, and strategic support from
the United States in the war on drugs as well as extradition treaties for
drug-related crimes. A turning point was certainly the incarceration, es-
cape, and death in 1993 of the Medellin drug lord Pablo Escobar, who
was thought to be one of the richest men in the world at the time.

The new constitution of 1991 also introduced important political and
administrative reforms, including strengthening the decentralization
process and providing municipal governments with greater autonomy,
financial muscle, and a legal framework. These reforms led to new laws
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that facilitated urban planning and offered the technical and manage-
rial tools to implement urban changes, and they set the framework for
the emergence of new political figures at municipal and regional levels.
This was certainly the case of Sergio Fajardo, a highly qualified, outspo-
ken, and high-energy math professor who was elected mayor of Medellin
in 2003 after campaigning on a political platform totally independent
from the traditional parties.

Fajardo, along with architect Alejandro Echeverri, who was appointed
by Fajardo as director of city planning, orchestrated an effort from 2005
to 2009 to create a model of urban transformation. The main objectives
were to significantly reduce the crime rate in Medellin, offer the best
facilities to address social inequalities, improve education and access to
information, and use local resources to foster commercial enterprises to
generate alternative sources of income. The mayor’s team proclaimed
that if the social division were to be closed, the poor areas of the city
required the best of everything that could be offered. This, they stated,
could be attained through coordinated planning and interventions in
design carried out by the best-qualified professionals they could attract,
while engaging a community normally mistrustful of public officials
and political groups.

Their first goal was to reduce isolation and ensure accessibility and
connectivity. They envisioned the use of sky lifts, or gondolas, that would
provide quick access to the community without disrupting the dense
urban fabric. They designed a gondola system—pictured in Figures 10.4
and 10.5—called Metro-cables, since they were linked to the city’s Metro
mass transit system. They placed the Metro-cable stations in the heart
of the distressed neighborhoods. These stations and the public spaces
around them quickly catalyzed urban change. The new plazas became
meeting places and hubs of activity. The people living closest to these
new transportation modes quickly upgraded their homes by adding such
commercial activities as small shops, restaurants, and Internet centers.

The city plan also included development of a wide array of recre-
ational and cultural facilities, including schools, amphitheaters, and
community centers. Most amazing were the quality and quantity of new
schools, which often housed technical training programs that helped
boost small, competitive enterprises. The mayor’s team also constructed
iconic buildings known as “park-libraries,” as pictured in Figure 10.6.
Most of these were designed by young Colombian architects who had
won these commissions through design competitions.

Neighboring barrios, although located at similar elevations, were sep-
arated by ravines and gorges. These barrios were populated by groups
who had migrated from different regions of the country, many of
which became warring communities controlled by different drug lords.



Figure 10.4. Zigzagging terraces and Metro-cable pillars, Barrio Santo
Domingo, Medellin, Colombia. (Photo courtesy of David Gouverneur.)

Figure 10.5. Promenade under
Metro-cable alignment, Barrio
Santo Domingo, Medellin,
Colombia. (Photo courtesy of
David Gouverneur.)
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Figure 10.6. Public Library/Community Center and open spaces, Barrio Santo
Domingo, Medellin, Colombia. (Photo courtesy of David Gouverneur.)

Corpses, resulting from violent confrontations, were commonly found
in the gorges. To open these communities, urban designers connected
the neighborhoods with pedestrian bridges over the ravines, allowing
adjacent communities to gain access to their neighbors, Metro-cable,
and community facilities. The bridges were anchored by small-scale
parks, designed primarily for youth and children, which included such
facilities as skateboard parks and climbing walls. In addition, the design-
ers removed housing located in the flood plains of the ravines and built
replacement housing on safe locations in the same barrios. As a result
of these changes, areas around the once-dreaded gorges became linear
parks of fun and peace.

The results were astonishing: The power of the vision and the quality
of the designs transformed the neighborhoods into lively interconnected
communities. An important feature of this program was its manage-
rial framework that incorporated public and community participation
and continuous maintenance of the new facilities and public spaces. In
the process, the elected officials had to overcome major administrative
problems, mainly corruption, which eroded municipal funds, as well as
red tape and resistance to changing the old ways of doing things, which
made it almost impossible to induce significant urban changes in short
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periods. To overcome these problems, the mayor introduced major re-
forms to assure transparency in public administration and recruited
new, well-trained personnel. In addition, the mayor directly coordinated
multiple municipal agencies that had not previously worked together.

Community outreach and engagement were critical. No one had seen
a gondola before in Medellin. Residents from the barrios could not have
envisioned the use of gondolas as a means of transportation, nor the
scope of the buildings and spaces that were to be redesigned. However,
once the physical changes were completed, the community responded
with vigor and creativity to the new challenges, helping to think beyond
and actively participating in the new programs and projects. Notable
was the adaptability of the buildings and open spaces to the local condi-
tions, including the topography, the density of homes, and the climate
and culture.

To increase attendance at cultural and recreational events and pro-
vide work for young people, youth were offered jobs distributing flyers
in their neighborhoods to promote concerts and other events. One boy
knocked on the door of a single mother who had raised three children.
She received the flyers and thanked the boy. As he departed, she broke
down in tears. Some months earlier, that very boy had killed her oldest
son. She contacted Mayor Fajardo and told him: “Sergio, nothing will
bring my child back to life, but had this initiative been carried out years
before, many mothers would still have their kids around, I will go to the
concert” (Echeverri 2008).

The impact of this urban transformation has been celebrated world-
wide, and the current municipal government continues the vision and
programs created by the Medellin community. It is important to note,
however, that despite the significant changes at the national level, such
changes as have occurred in Medellin have not occurred in many other
cities. In nearby Cali, for example, a strong and visionary municipal
leadership has not yet emerged. And, in Cali, there has not been a sig-
nificant reduction in the levels of violence nor have residents been able
to improve living conditions or boost sustainable economic activities. As
demonstrated by the story of Medellin, powerful and enlightened lead-
ership and urban visions that stem from community aspirations, accom-
panied by creative managerial frameworks to implement and support
changes, can make a real difference.

The Power of Demonstrating Success

Mantua had long been referred to as “The Bottom” in the Philadel-
phia area. Unfortunately, sometimes names say it all, and “The Bottom”
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summed up how many people saw this part of the city. Once thriving,
Mantua had suffered a significant population loss in tandem with years
of neglect and blight.

Jonny Durham, a bus driver for the Southeastern Pennsylvania Trans-
portation Authority, responded to the problem by organizing a grass-
roots group committed to turning the community around one block
and one child at a time. The group was thirty people strong—all of
them men, some of whom had been in prison. They remained stead-
fast in their collective effort to give back to Mantua in spite of signifi-
cant obstacles and a dearth of resources. They were aware that as men
they had been absent from the fabric of the community for many years.
Crime, violence, drugs, personal struggles, and life’s complexities had
kept many of them away from the day-to-day struggle of running the
community. That task had been driven for years by the women of the
neighborhood. By their own admission, the men felt they had abdicated
responsibility—now they were on a mission to give back. In the minds of
these men, a connection to the community was clearly long overdue; the
men hoped their work would create a tangible legacy.

The group requested several murals from the Philadelphia Mural
Arts Program, and they identified a large parcel of land with two walls
facing each other on which the murals could be painted. The walls had
peeling paint, graffiti, and a large lot in between—almost half a block
long—filled with trash and debris. Nearby was a recreation center, with
its field covered in broken glass. Jonny wanted the tallest wall to be a
mural of Ms. Jones—the matriarch of the neighborhood. A community
leader and a block captain, she had lived in Mantua for fifty years and
saw the community as extended family. She and others in the neighbor-
hood invited Mural Arts leaders into their homes and not only taught
them about the history of the community but also demonstrated the
roles of women leaders in a community and the impact they made using
little available resources. In Jonny’s mind, Ms. Jones symbolized a per-
son who was not just the glue of the community, but the spirit.

Community residents met about the project. They wanted to connect
the wisdom of the seniors with the energy and potential of young people.
They also loved African-American quilts and felt strongly about connect-
ing the murals to the theme of quilting. A quilt brings parts together,
piece by piece, and, like a successful community-led project, reflects the
input of dozens if not hundreds of participants. Community residents
and Mural Arts staff created a design that would feature a mural of Ms.
Jones with a beautiful quilt on one wall and, on the other wall, a mural
composed of pictures of neighborhood children selected because of
their academic achievements. Figure 10.7 depicts these murals.



Figure 10.7. Holding Grandmother’s Quilt: Murals designed by community res-
idents and the Philadelphia Mural Arts Program in the Mantua section of
Philadelphia. One wall features Ms. Jones, a community leader and matri-
arch. The other wall features neighborhood children selected because of their
academic achievements. (© 2004 City of Philadelphia Mural Arts Program/
Donald Gensler and Jane Golden, Photos by Jack Ramsdale.)
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The community also wanted to clean up the large lot between the
walls, but it was a difficult project and the city would not take it on.
So, volunteers started cleaning up the area, and that galvanized other
neighbors. As the painting of the murals began, neighbors volunteered
to help every day. Excitement began to spread throughout the Mantua
community. Fueled by the momentum, the group went to a city coun-
cilwoman to plead for new equipment for the nearby recreation cen-
ter. She agreed to provide funding for the equipment, and the group
went on to ask for help from local nonprofits, including the Philadel-
phia Green Program and the Urban Tree Connection, which worked
on city lots. Both organizations agreed to lend a hand. A resident with
a bulldozer came over after work to remove the heavy debris, like tires.

Halfway into the project the group decided to have a volunteer day to
help build community spirit. Over 300 people came—people of all ages
and all races. Residents brought food, and the men barbequed.

Eight months after it was begun, the project was completed. In the
Mural Arts Program, it is always an exhilarating moment when the scaf-
folding comes down and the entire community is brought together to
celebrate all that has gone into the project. The dedication of the murals
was a huge celebration—with dancing, drill teams, poetry, and speeches
from multiple neighborhood leaders, including Ms. Jones and Jonny.

After dedications like these, murals often take on a life of their own
as neighborhood landmarks, icons, and continual sources of pride and
renewal. Some murals become locations for ongoing teaching and
learning or the foci of increased city services, social services, and com-
munity development. In Mantua, the men who started this project were
so inspired that they asked the city to turn one of their mural-decorated
buildings into a community center. The city ultimately sold them the
house for one dollar. This group proceeded to renovate the house, and
today the building houses a community center that offers a range of ser-
vices—everything from coaching to tutoring and to providing the com-
munity with information about housing and jobs. The group now has its
own nonprofit organization and is raising money to keep its programs
active within the community.

The creation of a mural and its dedication become major, life-affirm-
ing events. They draw widespread positive attention, but much more
importantly, these moments give people a chance to see themselves rep-
resented with honor and dignity. The experience promotes both indi-
vidual and communal self-esteem. The making of a mural enters the
collective memory as an extraordinary, transformative moment in a
neighborhood’s history.

The changes in Mantua were just one example of changes that have
occurred in Philadelphia, and they underscore the importance of an
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integrated, grassroots approach to community development. Chang-
ing the physical landscape and partnering with different agencies and
departments can have a truly profound impact on communities. Murals
are not a panacea for all the problems of a city, but they can play a
central, catalytic role in healing the wounds of an urban environment.
The creative, unifying act of mural-making, in the midst of chaos, can
unleash the energy for a full-scale community renaissance.

Potential Barriers to Sustainability

Many exciting and effective programs are created through strong coali-
tions, charismatic leaders, and broad community support. However, just
as often, many are not sustained or do not evolve to address different
issues as funding or interest declines. Although these diverse stories
focus on positive change, we recognize potential threats to sustaining
such change. Having shared rich stories from different cultural and
professional perspectives, we both recognize the positive change that
can blossom and potential threats to sustaining change—threats that
should be anticipated and mitigated from the beginning.
Gentrification is one threat to sustaining change, which may have
different effects in developing countries as compared to industrialized
nations. In developing countries, even in slums and barrios, most resi-
dents own their dwellings. Although they may have started off by squat-
ting on the land, as the barrios get organized they are often able to
negotiate ownership rights. Thus, the added value derived from urban
transformation benefits the original residents as their property trans-
lates into increased land value, new amenities, and new commercial
enterprises within the existing buildings. In contrast, in urban ghet-
tos in developed nations, residents usually live in public housing or
rent their homes. In these circumstances, urban improvements tend
to translate into higher taxes and rents and displacement of the origi-
nal tenants. For this reason, it is important to foresee the possible neg-
ative effects of urban revitalization and plan for ways to avoid them.
Such plans may include establishing a percentage of affordable hous-
ing in areas of urban improvements, developing programs to help rent-
ers purchase homes, or acquiring vacant land and derelict buildings
before property increases in value. Another potential negative effect
of gentrification is the displacement of the previous community lead-
ers by new urban residents. Weakening the traditional leadership in
this way might work against the sustainability of urban transformation
programs once the initial changes have been achieved. Thus, it is im-
portant to support the original leaders as visible communicators and
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managers of new projects, making sure they have real and important
roles in future planning.

Corruption is another important threat that community leaders have
to face. The leaders, as the stories of Manila’s slums and Philadelphia’s
urban farms illustrate, are often poor women who are struggling to
improve their lives and those of their families. According to Transpar-
ency International, corruption is rarely an isolated phenomenon but
more often is systemic and widespread. Corruption often permeates
every level of society and threatens sustainable development, fair busi-
ness practices, and good governance. When poor women are asked to
pay a bribe to the police in order to keep their microbusinesses going, it
is difficult for them to engage in any savings plan, much less move into
a sustainable future. Bribes are a common practice in many parts of
the world, including inner cities of the United States, where, for exam-
ple, gang members extort a payment for “protection” from other gangs.
Unless strategies are implemented to mitigate against corruption, it
becomes doubly difficult for poor women to become self-sufficient and
enjoy a higher quality of life.

In the story of Medellin, the new mayor did a lot to address corrup-
tion in city government. He successfully implemented major reforms to
assure transparency in public administration. He recruited new, well-
trained personnel who were committed to the plan and the shared
vision of transformation. In addition, the mayor directly coordinated
multiple municipal agencies that had not previously worked together,
ensuring not just collaboration, but also his direct oversight.

A third threat to sustaining new community initiatives is the effect
of frequent changes in political leadership, which can be inevitable
and very disruptive. Transitions frequently occur not just among senior
leadership positions, but at all levels, particularly in low-resource com-
munities. For example, immigrant women working as street vendors in
Los Angeles reported that one of the challenges they face is changes
in city office personnel. Just when the women would build a relation-
ship with the head of the Community Development Department, for
example, that person would have another job opportunity or would be
transferred to another position. The new director may not understand
the project, and a lot of time is lost in trying to rebuild those relation-
ships—time that is costly for the women.

Transitions can be devastating for grassroots, nonprofit organiza-
tions and the communities they serve. The difficult struggle to main-
tain funding usually means that only a few people, and typically a single
charismatic leader, can be employed. The capacity to adequately train
and nurture new leaders and develop an orderly plan of succession does
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not exist. Thus, when a leader dies or moves on, the organization often
fails, which can represent a tremendous loss for the community.

Not all transitions in leadership and partners are negative. Some
transitions are planned for and contribute to sustainability. In the story
of Philadelphia’s urban farms, the women turned their project over to
well-trained young persons, who continued and expanded the work. In
Medellin, mayors can serve only one term. There, the widespread sup-
port for the city’s transformation meant that any elected leader had to
commit to carrying it forward, and the community residents and new
leaders made sure that it happened.

Practical Principles for Successful Urban Transformation

This first principle for successful urban transformation is that of sus-
tainable change. The likelihood of sustained change is greater if mem-
bers of the community are engaged from the beginning and involved
in all aspects of planning, implementation, and evaluation. In the story
of the urban farms, the ideas and priorities came from women in the
community. Sustainability is enhanced if the interventions build eco-
nomic and social capital and the capacity for further change. That is
exactly what the women did. They engaged young people and helped
them develop a business, with the proceeds going back to their business
so they could expand and train additional youth. This approach stems
from community-organizing principles that promote community own-
ership, capacity, and power.

Outside organizations and individuals can partner with community
members to leverage resources for the community, but the ideas and
strategies for implementing the ideas should come from the commu-
nity. If the interventions generate funds, distributing resources back
to the community can help to further develop economic and social
capital in the community and continue the change process. In Phila-
delphia, the urban farm initiative Teens 4 Good continues to grow be-
cause it is owned by the youth and the women leaders who make sure
to continue to build the capacity of youth to become engaged, produc-
tive leaders of the future. A large percentage of the profits are rein-
vested to support the development of new farms and food systems to
ensure that urban farms are viable economically. The group’s vision of
the future—to create a national model of youth-led urban agricultural
businesses—may or may not be realized, but working toward it will
continue to inspire and energize them as other creative ideas emerge.
Promoting sustainable change is challenging but essential to improv-
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ing the lives and opportunities for women and their families in urban
communities.

Women are the center of change—a second key principle. The lead-
ership of women is pivotal for the welfare of poorer communities. In
the story of urban farms in Philadelphia, it was the women who devel-
oped capacity-building, transformative initiatives. Their drive was indis-
pensable for the success and continuity of social programs. The women
came together because they were fed up with what they saw in their
neighborhood—the graffiti, the vacant lots, and empty, decaying build-
ings. Instead of being overwhelmed by a sense of defeat from seeing a
community beset by seemingly insurmountable problems, they chose to
see the potential that remained alive within it.

As the story of Aling Lita demonstrates, it is often the women who sus-
tain family and cultural values—values that counter violence and cor-
ruption. They develop community networks of friends to support one
another through difficult times. While washing clothes or sitting in the
market stall, women develop friendships, building ties that bind. Their
networks create a tapestry that holds the community together, creating
a springboard for transforming even the most dire living conditions by
providing the solidarity needed when advocating for change.

Although men carried out the projects in Mantua that led to the
murals, they were clear from the beginning that women were the pio-
neers in the effort to improve the community and provide new opportu-
nities for children. Many of the men had been in prison, in the military,
or incapacitated by drugs, alcohol, or homelessness. It was once said
that there were entire blocks in Mantua without male residents. The
men organized to give back to the community and recognized the long-
standing leadership roles held by women in Mantua. That is why they
chose Ms. Jones to be portrayed in the mural, wishing to honor her fifty
years of commitment and leadership in Mantua.

A third important principle for successful urban transformation is
to develop an integrated strategy that addresses multiple problems.
Most tough social and environmental problems result from many inter-
related factors. Developing issue-specific programs like HIV care does
not take advantage of the energy and creativity that multidisciplinary
efforts can generate. For example, the epidemic of childhood obesity in
low-resource urban communities results from multiple environmental
and social factors, such as decreased access to healthy food in schools,
corner stores, and fast food restaurants. Access to healthy food is also
diminished through pricing disparities and the lack of local grocery
stores. Finally, targeted advertising plays an important role. The other
side of the energy equation involves increasing physical activity. That is
difficult, particularly in lower-resource urban communities where many
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schools have eliminated or greatly reduced recess, there are no safe
parks or playgrounds, urban design is often not exercise-friendly, and
transportation systems do not link to safe recreational areas. Further, in
communities where many people are without jobs or the hope of jobs,
the underground economy flourishes and contributes to unsafe streets.
Ideally, policy and environmental changes to address childhood obesity
should involve multiple sectors and be designed to affect more than just
obesity. The changes could also result in reduced crime rates, health-
ier environments, a greater sense of belonging, reduced disparities, and
enhanced economic development. In the Philadelphia urban farms ini-
tiative, the women leaders understood that urban farms could increase
access to fresh fruits and vegetables in communities without supermar-
kets. They also recognized that transforming trash-filled, vacant lots
could reduce crime, injuries, and the availability of drugs. And finally,
they realized that training young people to take over the urban farms
as businesses could provide green jobs, a sense of pride, and economic
development.

Key to integrating interventions across sectors is interdisciplinary part-
nerships. Success stories often encompass interdisciplinary efforts and
are the result of synergy among different urban stakeholders, including
community leaders, politicians, professionals, developers, and the like.
In the story of the murals and the men in Mantua, the men knew that
they needed to partner with a number of different groups, including
the Philadelphia Mural Arts Program, the Philadelphia Green Program,
various government agencies, and elected politicians. In Medellin, the
mayor brought together the best architects, urban planners, engineers,
government officials, transportation experts, as well as community lead-
ers and residents. The synergy among these groups produced dramatic
physical and social transformation of the poorest areas of the city. Build-
ing partnerships also extends to one’s immediate neighborhood. In Ma-
nila, women worked in a wide range of informal jobs that could collapse
if they became ill. Some of the jobs were in direct competition with each
other, such as vendors in a market or sidewalk food stalls. Yet the women
took care of one another.

Successful urban interventions usually require the participation of a
coalition or network that includes diverse talent and skills. Academia,
community organizations, and institutions can help tap financial, tech-
nical, and managerial resources that poorer communities may not at-
tain on their own. Building partnerships and sustaining them requires
trust, mutual respect, a common vision, and most of all, time.

Finally, it is important to demonstrate success and develop a coher-
ent vision with leaders from the neighborhood. A first step is to work
with community partners to elect an area or setting in the neighbor-
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hood where change is possible, an area that is accessible and visible,
anchored on good public space. Then community change efforts should
be focused on that place, with work to bring in, for example, highly vis-
ible public art, high-quality community services, and economic develop-
ment through programs to tap local small business and entrepreneurial
skills. Demonstrating success will build hope. A small success can gen-
erate widespread attention and excitement, and a cascade of positive
changes often ensues. This was true for all of the stories. The murals
inspired community residents in Mantua to rebuild their recreation
center and rehabilitate an empty and decaying building to house a non-
profit organization. When residents of the barrios of Medellin saw the
gondola and the new public space around the Metro stations, they were
galvanized to create new enterprises and improve their homes. In Phil-
adelphia the vision of urban farms producing healthy vegetables and
fruits inspired the women to expand their work and train youth to cre-
ate new businesses based on the farms.

A Theme for Change

In these challenging circumstances, women often become the leaders
for community change. They organize, demand services, and support
one another. They have strong social ties. Aling Lita and her friends in
Manila had already learned to rely on one another to help with daily
problems. And they had developed important social networks that led
to discussions of the problems they faced. As a result, they decided to
demonstrate together about the lack of basic services (i.e., trash collec-
tion). By taking their babies and refusing to move, they used their roles
as mothers and providers to join together for the good of the commu-
nity and in their own self-interest.

The tenacity and commitment of women leaders, in partnership with
diverse stakeholders, can lead to profound urban transformation. We
have provided just a few examples, from creating urban farms that pro-
vide fresh vegetables and jobs to honoring senior matriarchs through
murals that catalyze further community development. In spite of daunt-
ing realities, women in poor urban communities continue to organize
to create better lives for themselves and their children.



Chapter 11

Bearing Witness: Women in Cities as Agents
of Transformation for God

Grace R. Dyrness

The women of Dolores Mission Church in Boyle Heights, Los Ange-
les, gathered together in the early 1990s to share the personal stories
of tragedy and sorrow that prevailed in their community as a result of
gang violence. Fear and pain permeated the neighborhood, and the
women were tired, sad, and desperate, anxious to put a stop to the vio-
lence. As they met weekly in their parish Christian-based communi-
ties to study the scriptures, they discussed what relevance these sacred
words had for them in their own situation. They came to understand
that they needed to reach out to these “homeboys” (the local word for
gang members) and let them know that violence would not be toler-
ated anymore and that they would work hard to provide alternatives
for these youth. As the women began to put the meaning of the Gos-
pels into practice, they held peace vigils on the corners of the commu-
nity every Friday, praying for protection and the end to violence, and
signaling to the homeboys that their actions would not be tolerated. At
the same time, a group of these women worked with the parish priest
to find jobs for the kids. To their dismay, few businesses would employ
gang members—Kkids with tattoos that might turn away customers or,
worse yet, might bring the violence into the business. Out of despera-
tion, the women helped organize and raise funds for a tortilla factory
that could employ these young people. Today, Homeboy Industries is
a multifaceted outreach program that includes a silk-screening busi-
ness, a Homegirl Café, a bakery, a charter school, a solar panel training
program, tattoo removal, case management, job development, men-
tal health counseling, and a variety of other programs. Father Greg
Boyle, the Jesuit priest who is largely behind these efforts, credits the
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women of Dolores Mission for being the founding force behind Home-
boy Industries (Boyle 2010).

A community that was wracked with violence and despair suddenly
had hope that there was a pathway out, a future for the youth, and that
deep wounds could begin to heal. It was the women’s belief that their
faith was relevant to their own situation that inspired them and held
them together to work on solutions. Religion provides this hope for
women in cities around the globe. Particularly in inner cities of the
developed world and desperately poor cities of the developing world,
women find in their faith a source of strength for creating change. This
chapter examines some of the ways that women in cities turn to reli-
gion as a way to transcend their struggles for existence, and it explores
some of the results of this engagement. Much of the chapter focuses
on work that I did as part of research teams with other faculty at the
University of Southern California, primarily through the Center for
Religion and Civic Culture, and therefore Los Angeles is consistently
used in examples of the role of religion, particularly in the lives of im-
migrants.

Religious Practice in Cities

Not only do cities provide a variety of opportunities for employment,
entertainment, living styles, culinary diversity, and so forth, but they
also provide many options for religious engagement, a diversity of paths
to spiritual and mystical presence. There is considerable freedom of
choice in most cities in religious practice; even for migrants who are sur-
rounded by a kinship or ethnic group, the cultural restraints on mak-
ing choices are rarely as limiting as they were in their village or their
home country. Although immigrants in Los Angeles, when interviewed,
expressed concern over the dangers of such pluralism, they also noted
that they relished the freedom they experienced. Women interviewed
commented that in the city they can practice their religion in public
ways that were proscribed in their homelands, where they had to con-
fine their worship to the home (Miller, Miller, and Dyrness 2002).
Religious practice takes a variety of forms, and for immigrants in par-
ticular it continues to exercise a strong attraction. In my research I have
found at least four major ways in which faith and its practice have been
particularly relevant to the women I have worked with: (1) religion as a
source for building and strengthening a sense of community; (2) reli-
gion as a source for supplying a variety of needs, from providing emer-
gency food and clothing, to helping to find employment, to building the
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skills needed to flourish; (3) religion as support in time of trouble; and
(4) prayer used as a coping mechanism.

A Source of Community

Churches, temples, and mosques serve as a “conduit” for people who
arrive in the city. Leaving home and moving to a new location is fraught
with considerable anxiety and emotion, and it is comforting to know
that there is a community at the far end of the road that shares one’s
values and understands the challenges the newcomer faces. In the new
city, “religion addresses the problem of loneliness . . . by providing entry
to a familiar community with familiar beliefs and practices that give
structure and meaning to life—all elements of stability that are espe-
cially important in a new environment where expectations about what
to believe or think are unclear. Indeed, worship and ritual have the
potential to bind people together in ways that other institutions are not
equipped to do” (Miller, Miller, and Dyrness 2002: 120).

Religion in cities is a source for community with fellow immigrants
and with those who come from the same traditions. The religious insti-
tution is a place where one can speak one’s native tongue, eat native
food, and not insignificantly, find a husband (or wife) who shares the
same cultural background. A group of Hindu women told us that they
didn’t mind doing the cooking for the temple’s activities on the week-
ends because it provided a welcome time for them to see their friends
and talk in Gujarati, catch up on news from India, and explore the lat-
est Indian fashions (Miller, Miller, and Dyrness 2002). The Thai temple
in North Hollywood, California, has established a Thai cultural cen-
ter right next to the temple to help ensure that the traditions from the
homeland are not lost on the next generation. Cambodian women send
their young sons to the Khemara Buddikaram in Long Beach, Califor-
nia, to be mentored by the priests in hopes that they will engage with
Cambodian culture and resist joining the gangs in Los Angeles. Reli-
gion, therefore, welcomes the stranger, provides a community that helps
replace the one left behind, and enables new generations to connect
with the past of their parents.

Supplying Needs

Migrant women also rely on religion for supplying their daily needs.
These needs vary across the spectrum but most often the needs relate
to the children of the family, including food, health, and, especially,
education. Very often the church, temple, or mosque provides food and
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clothing in thrift stores and food pantries, job connections, job train-
ing, and sometimes even health care. But there are also intangible ways
that religion reaches down to meet the needs of the women. This does
not have to happen within the temple, mosque, or church; it can also
happen within the religious spaces that women set up in their homes.
Andrea Dyrness relates the story of one of the mothers engaged in a
struggle to reform the school that her children were attending in Oak-
land, California: “On her kitchen counter, Ofelia kept a votive candle
to La Virgen de Guadalupe always burning.! Ofelia was a devotee of La
Virgen de Guadalupe. She believed she had the Virgin Mother to thank
for her current home.” She told the story of one of the hardest years in
Ofelia’s life: alone, away from all her friends, apart from her husband,
who was serving prison time, and living with her mother-in-law, who
seemed to resent her presence. Ofelia prayed incessantly that she would
be able to find her own place to live. One night the Virgin of Guadal-
upe appeared to her in a dream, surrounded by a pool of water. “Don’t
worry,” she told Ofelia. “Everything is going to work out.” Soon after, a
kindly neighbor told her that his rental house was becoming available
and offered it to Ofelia. For Ofelia there was no doubt that the Virgin
Mother supplied her need for a home. To this day, she keeps a votive
candle burning in her kitchen as a reminder of her debt to the Virgin
(Dyrness forthcoming: 166). For migrant women the ability to turn to
their religion for supplying their needs is a great source of comfort,
strength, and even survival. Whatever their needs, they know that ulti-
mately they can count on their faith and their religious community to
help them get through the rough times.

Support in Time of Trouble

Religious leaders often blur the line between counselors and spiritual
mentors, even when they refer their flock to specialists when they are
not capable of providing all the help needed. During our study of reli-
gion and immigrants in Los Angeles in 2000, we visited the Cambodian
temple Khemara Buddikaram referred to earlier. Several hundred peo-
ple were gathered to pay homage to their departed relatives. As Rev-
erend Kong Chhean burned slips of paper on which the names of the
deceased were written, family units sat together on the floor sharing a
meal and remembering the events that brought them to this strange
city. There was a young woman in the group who, as a child, had walked
through the “killing fields” over dead bodies as she and her family
made their escape. At the time of our visit, there were 150 documented
cases of psychosomatic blindness among women in Long Beach who
had witnessed the torture of their husbands, the rape of their daugh-
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ters, and the destruction of their villages. Reverend Chhean, who has
training in psychology, refers his members to a local clinic for medica-
tion and treatment when they are amenable to Western styles of inter-
vention, and otherwise he performs magical incantations to help them
cope with the trauma of their past (Miller, Miller, and Dyrness 2002).
It is in the temple that the women find the help they need to support
them in their troubles. Reverend Chhean told us that the women firmly
resisted building the temple in a contemporary, modern style, insisting
that it look exactly like the temples back home. The sanctity and famil-
iarity of the space give them the courage to remember and move on.
The women at the temple also turn to Reverend Chhean and his fellow
priests to give guidance and support to their children, particularly the
young men, to keep them out of trouble and out of gangs. This temple
and others, as well as churches and mosques, serve to provide a space
where women can lay down their burdens and get support and encour-
agement to face their troubles.

Prayer as a Way to Cope

Personal prayers are at the core of many of the women’s faith. Prayer
often serves as a way to cope with the struggles that they face in the
city. Whether the prayers are for their children who are engaged in vio-
lent gang activity, as in the case of the women at Dolores Mission, or for
safety and protection in the insecure slum and squatter settlements in
which many women live, prayer is a connection with the supernatural,
the transcendent, that lifts them out of the ordinary and offers them
hope of a God who can enter into their situation and provide the help
they need. Ernestine Avila, in her unpublished research on transna-
tional parenting, states that for the immigrants she interviewed prayer
was the coping mechanism that cut through all of life (Avila n.d.). In
the course of new migratory movements, women frequently have to
leave their families behind in order to provide financially for the fam-
ily. As mothers leave their children behind in the care of grandparents
or other relatives, the deep sorrow of separation is a daily reminder of
the world they have left behind, particularly when they are caring for
the children of their employers. Thus Avila found that both mothers
and fathers pray to an omnipresent God to help with their personal suf-
fering. They also pray to God for help with the challenges related to
finding work and performing their jobs so they can meet their finan-
cial obligations. Mothers ask God to watch over their children and keep
them safe. In the words of one woman she interviewed, Angelina, “I
pray the rosary and at times I'm praying while I work. When I'm work-
ing and can’t [pray the rosary], because I have the children, I sometimes
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can’t, but sometimes I'm praying still while I'm working. I take my time
to say my prayers so that I can feel better. Prayer helps me alot. . . . I feel
God is with me. And I ask God for help. . .. I pray for my daughters. I
ask God that my daughters will be safe and well back home” (Avila n.d.).

Prayer not only helps parents cope with their daily challenges as im-
migrant workers in the United States (and many other countries), but
prayer helps to collapse the physical distance between them and their
families back home. In sum, prayer is one way transnational mothers
and fathers transcend the distance from their families; although the
distance is still felt on many levels, it helps them cope with the separa-
tion. Furthermore, Avila says, for transnational mothers, the hope and
prayer is that this separation is for an anticipated good that, in the long
run, will benefit their families.

In July of 2000 the Salvadoran community in Los Angeles brought a
replica of their sacred patron, El Divino Salvador del Mundo [Divine
Savior of the World], to Los Angeles. As the figure was carried in the
back of a truck and paraded through the streets, people crowded
around, wiping away tears and beaming smiles as this transnational
symbol of hope and peace came toward them (Miller, Miller, and Dyr-
ness 2002: 102). We watched as people walked up to the image, touch-
ing it, praying to it. I saw tears stream down the cheeks of one woman.
Carefully I went up to her and asked her why this was so significant.
Her response provoked deep emotion in me: She had migrated from El
Salvador and had not seen her mother in seventeen years. This Christ,
the exact replica of the one back home, could transcend the space and
bring them together again in some intangible, spiritual way. It had been
kissed and blessed by her mother back in El Salvador before it embarked
on the journey to Los Angeles. She could now pray, and it would unite
them. In some extraordinary, mysterious way, prayer helps this woman
cope with the sorrow of being so far away.

Women of Faith Serve Their Cities

For many women of faith, reaching out to others in their communities
is a natural response of gratitude for what God has done for them. It is
their response to a mandate that they should love their neighbor, how-
ever differently they might define who their neighbor is. Women engage
in multiple ways of service to those who are needy: feeding the hungry,
teaching marketable skills, healing the sick, educating the children, car-
ing for the elderly, and so many others. The following are the stories of
three women of faith who have reached out to their communities in dif-
ferent ways. Like these women, many others are quietly and faithfully
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transforming their communities. The stories illustrate how a single per-
son, inspired by her faith, can have a broad impact on her city through
serving others. The three women came into their service by different
roads: one through a vision, one through the urging of her colleagues,
and the other through a personal calling, but all three came into ser-
vice out of a deep compassion for the very poor.

Training to Heal

Working among the Masaii tribe in southern Kenya as a medical doctor
in 1997, Florence Muindi saw a vision.? She and her husband were going
through a period of trying to discern if and when they could go to Ethi-
opia to work, something she felt God had been calling her to do since
1984. As she looked out the window of her home, she saw the clouds,
and in the middle of the clouds she saw a mountain in such vivid detail
that she was sure it was in Ethiopia. She quickly sketched it in her Bible
with all of its detail, including rocks and trees growing on its side. A few
weeks later, the Muindis flew to Ethiopia to assess the opportunity of
service there. They arrived in a very remote area to visit a health clinic
that needed Dr. Muindi’s help and went to sit in the shade under some
trees to get respite from the 42 degree Celsius heat (nearly 108 degrees
Fahrenheit). As they sat on some benches, Florence looked out across
the valley. She says, “I nearly fainted. Right there before us was a replica
of the very image God had showed me earlier. I ran back into the tent
and poured out the contents of my bag, looking for my Bible. When I
saw it, I opened to the first page where I had drawn the image. Sitting
there we compared the details. It was indeed the exact reproduction of
the image I had seen in the vision. Our God is amazing! Now I knew!
God had put up a clear road sign. The decision was made” (Muindi
2008: 73).

Dr. Florence Muindi began her work among the people of the Meka-
nisa slum in Addis Ababa, Ethiopia, in 1999. She started with a col-
league doing a required health screening exercise, and what she found
was shocking: Over 80 percent of the children were sick, and more than
50 percent of the sick children had at least two active diseases. Most
of these illnesses were caused by lack of health education and basic
hygiene. These findings served as the baseline data from which Dr.
Muindi developed her strategy: She would train members of the little
local church in a basic health curriculum that she had developed based
on her experience among the Masaii as well as other materials she
found. One health agent was selected and trained for every ten homes
targeted. The main goal was to bring health knowledge to the homes,
with the desire to change attitudes and practices and thereby improve
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people’s health. After six months, when Dr. Muindi and her team did a
second screening, they saw a big reduction in disease rates. Encouraged
by this result, the divided the community into clusters of forty families
each and focused on changing behavior patterns and mobilizing peo-
ple to do something about their own health needs; this empowerment
helped the families begin to address other needs as well.

Today this model has expanded into several other communities in
Ethiopia, Kenya, southern and northern Sudan, Djibouti, and Cairo. To
oversee this expansion, Dr. Muindi has established a nongovernmental
organization, Life in Abundance International (LIA). As of 2008, LIA
had teams and national boards in seven countries and over seventy full-
time staff (Muindi 2008: 109). Dr. Muindi clearly sees all of this as the
work of her God. She believes that God is in the business of guiding his
people, and she takes to heart passages of Scripture such as one from
Psalms 32:8—“I will instruct you and teach you in the way you should
go; I will counsel you and watch over you” (Muindi 2008: 108). Faith
motivates, inspires, and guides her. She is transforming one slum com-
munity after another as she lives out her faith. The vision that propelled
her to Ethiopia has sustained her and enabled her to continue her work.

Caring for Vulnerable Children

Over 2.5 million people live in slum settlements in Nairobi, Kenya, rep-
resenting 60 percent of the total population of the city. Approximately
1 million of these live in Kibera, the largest slum in Africa. The United
Nations Office for the Coordination of Humanitarian Affairs estimates
that there are approximately 60,000 street children in Nairobi alone
(IRIN 2010a), a good portion of them living in Kibera. Praxedes Mozilla
is a woman living in Kibera who is caring for 500 of these children. Her
story begins when she was a teacher in the local elementary school. On
her way to school she often observed children sleeping under the tables
of street vendors. She felt compassion but did not feel it was her respon-
sibility to respond, until the day some of her colleagues asked her to
go with them to see two of these children. Praxedes was stunned: Here
were twin toddlers, severely malnourished, who had been abandoned
by their mother. Her colleagues urged her to do something about this
because, they said, she was the one who had a heart. Filled with compas-
sion, Praxedes found the mother and discovered that she had acted on
a tribal custom that requires a single mother to abandon her babies if
they are twins. Praxedes helped the mother re-connect with her babies
and promised to help her care for them, but the whole situation caused
a crisis in her faith. A devout Roman Catholic, she was angry with God:
Why should all of these children suffer? Is God loving them? Unable to
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answer those questions, she began feeding some of the children, who
now followed her on her way to school. For two years she fed twenty-
five street children every day. She began to identify with the feelings
of abandonment that these children had; she herself had been aban-
doned by her husband and left with two small children. But after two
years, Praxedes could not continue, as she had no resources to draw on,
and she told the children she could no longer help them. To her sur-
prise, the children responded by saying, “Just stay with us and when
God gives to you, you can give to us” (Mozilla 2010). Deeply touched,
Praxedes prayed and told God that she would carry this cross but he
must help her. In the middle of the Kibera slum, this woman of faith
started a school with twenty-five children in 1998, Baraka za Ibrahim
[Blessing of Abraham]. Today, more than 500 children are in her care,
some of whom live on site at the school and others on a farm just outside
Nairobi. She has received training in trauma counseling and business
management. Together, she and the children grow vegetables for con-
sumption and for sale in order to sustain the school. The surrounding
community has responded by helping out, but women have also asked
Praxedes for training in group savings and loan programs and busi-
ness development. This has resulted in the formation of twenty groups
of fifteen to twenty-five women each, who were trained by Praxedes and
became empowered to bring change to their own families. Praxedes
never dreamed that starting her little school would have such an impact
on the whole community!

When violence erupted in Kenya in 2009 as a result of the presiden-
tial elections, Kibera was at its center. As fires raged around the neigh-
borhood and houses were destroyed, Praxedes tried to drown out the
screams by giving the children musical instruments to play so they
would not hear what was happening outside. These children have since
formed a marching band with uniforms that is known throughout the
slum and plays regularly at special occasions. During the violence,
Baraka za Ibrahim was protected by the women in the surrounding
community who would not allow it to be burned. For Praxedes Mozilla
the words that keep her going are from God: “Where there is darkness I
will go to bring light” (Mozilla 2010). These words energize and sustain
her, even in the midst of crisis. She, like Florence Muindi, is inspired by
her faith, and she is transforming her community in Kibera as a result.

Empowering Through Skills Training

When I was a little girl, my mother would take me with her to the very
poor, marginalized communities of San Jose, Costa Rica, where we
lived. Mother brought together women who were skilled in sewing to
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teach other women a skill that could earn them some income and thus
move them out of intense poverty. Mother would say to me: “Dios entra
por los dedos y transforma la vida de las mujeres” [God enters through the
fingers and transforms the lives of the women]. In my research around
the world, I have found many examples of such women who, inspired
and motivated by their faith, reach out to provide skills for marginal-
ized, poor women and in so doing begin a transformation that goes
beyond their own expectations or imagination.

The World Economic Forum lists five important dimensions of fe-
male empowerment and opportunity that are ways of measuring global
patterns of inequality between men and women; the top two are eco-
nomic participation and economic opportunity (the others are politi-
cal empowerment, educational attainment, and health and well-being)
(Lopez-Claros and Zahidi 2005: 2). Economic opportunity concerns the
quality of women’s economic involvement, a serious problem even in de-
veloped countries, where women are often in jobs that are character-
ized by the absence of upward mobility and opportunity. In developing
countries large numbers of women participate in the informal sector of
the economy, and in some parts of the world women provide about 70
percent of agricultural labor and produce over 90 percent of the food
yet are not represented in the budget deliberations of their countries
(Lopez-Claros and Zahidi 2005: 3). The World Economic Forum’s re-
port on women’s empowerment states that “the term ‘feminization of
poverty’ is often used to illustrate the fact that the majority of the 1.5
billion people living on US$1 a day or less are women and that the gap
between women and men caught in the cycle of poverty has not less-
ened, but may well have widened in the past decade” (Lopez-Claros and
Zahidi 2005: 4). There is much to be said about women’s empowerment
through economic opportunity, but it is beyond the scope of this chap-
ter. However, in the cities of the developing world the situation is so dire
for women that this issue has become central to the work of some non-
profit organizations in particular, many of which have been established
by women moved with compassion for their sisters in poverty. Such is the
case of Lucy Engjadim, who lives in the city of Guwahati, Assam, India.

Guwahati is a major city in eastern India and one of the country’s fast-
est growing cities with a population of more than 800,000 as of 2001
(Bhattacharyya 2010). Lucy lives in the heart of this city. A migrant to
Guwahati in 1997, Lucy feels privileged, as she has a husband with a
good, steady job. Around her, people struggle for their daily existence.
Eighty percent of the families in Guwahati rely on a single, often fluc-
tuating, income brought in by the father or husband, who is usually
a rickshaw puller or daily laborer. Lucy observed that the women she
sees and meets are suffering the most from this harsh life; as she put it,
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the women are caught in “an unending struggle to stretch their meager
resources so the family does not starve. . . . In such conditions, their self-
respect and integrity are very low” (Engjadim 2009: 11). Lucy tells how
she was moved with compassion for these women but felt helpless to do
anything: “What can an ordinary woman do? I do not even know the
local language. I am just an ordinary woman” (Engjadim 2009: 12). She
felt frustrated by her inability to help these women. With no resources,
training, experience, or affiliation to any organization, she felt limited
and felt that the problems were bigger than she could handle.

Shortly after arriving in the city in 1997, Lucy was invited to attend
the World Micro-Credit Conference in Washington, D.C. There she
heard testimonials and sharing of experiences by different people from
many countries of the world where it seemed as though miracles were
being achieved “out of nothing.” It was at the conference that she real-
ized she had been too focused on her own limitations and not trusting
her God to supply what she needed. “Out of nothing,” she said, “God
can work miracles” (Engjadim 2009: 13).

Returning to Guwahati, Lucy secured a loan to buy five sewing ma-
chines. A church in the city offered her space, and she began teaching
women a skill that would provide a future for them. In 1997 Lucy founded
the Priscilla Centre, where participants selected by the community are
provided with one year of free training in vocational skills (stitching and
embroidery to start with) and also receive counseling and personal de-
velopment training. Part of the innovative aspect of the program is that
the women must participate in a compulsory savings program so that by
the time they graduate they can purchase their own sewing machines.
The Priscilla Centre operates on a fair-trade basis, striving to ensure that
weavers, designers, and tailors get fair wages. Today, there are ten Pris-
cilla Centres in various communities. As Lucy says, “This work was en-
trusted to me not because of a clever plan and abundant resources, or
that I had business experience or that the infrastructure was available,
but because of the need and the faith we had in God to help us, and so
we took the first faltering step” (Engjadim 2009: 23).

A vision, the urging of a group of colleagues, and a personal call—
three responses from women who because of their faith have been able
to transform communities in the cities where they live.

Women of Faith Mobilize for Civic Engagement
Religion is also an arena for mobilization, civic participation, and sol-

idarity. The cases discussed in the previous section are based on an
individual response to faith and religion. In many of the more evan-
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gelical Christian traditions this response is essential and part of the
expectation for participation in the religion.?> However, many women
are engaged in religious institutional efforts within their communities,
and while their participation may be an individual response to action, it
is within or at the very least under the leadership of the religious insti-
tutions and does not arise as an independent action. Richard Wood,
in his study on faith-based community organizing (Wood 2002), makes
a point that institutions matter to democratic life, and that political
action depends crucially upon cultural work done outside the political
arena. In the United States, the hard work of organizing and building
community where all voices are heard is often done within churches,
synagogues, mosques, and other houses of worship (Wood 2002: 262).
“Religious culture matters,” Wood states, “because it is taken seriously
by large numbers of people—and thus orients their lives either toward
or away from political engagement and the habits of the heart that can
sustain it” (Wood 2002: 263).

Religion provides a means for immigrants to transform their new
surroundings into meaningful spiritual, cultural, and sometimes polit-
ical places that facilitate their societal integration and yet help them
maintain and nurture their distinct cultural identities as immigrants.
Pierrette Hondagneu-Sotelo identified at least four critical factors to
consider as a way of understanding what religion has to offer political
and social movements: (1) It can provide social movement actors with
moral justification and motivation for action; (2) it can provide immi-
grants and their political supporters with resources—social networks
and concrete items—necessary for successful mobilization; (3) it offers
legitimacy to unpopular causes because “religious authority, faith-based
morality, and the ‘higher law’ of God and the scriptures may be used
to persuade others of the need to remedy injustices in secular institu-
tions”; and (4) it offers ritual and shared cultural practices that serve to
hold people together and evoke feelings of excitement and togetherness
(Hondagneu-Sotelo 2008: 19-21).

These multiple roles of religion are evident in Los Angeles. Many or-
ganizing groups engage clergy and religious leaders into their network
in order to effectively promote their agenda. There are numerous ex-
amples, such as Faith Communities for Families and Children, which
advocates for the rights of foster children; the Interfaith Coalition for
Immigrant Rights; and Interfaith Communities United for Justice and
Peace, both of which advocate against violence and war. These orga-
nizations, in some form or another, use religion in the ways outlined
by Hondagneu-Sotelo. In a later section of this chapter I describe the
work of one of these organizations, Clergy and Laity United for Eco-
nomic Justice (CLUE), which has had a powerful impact on promoting



Bearing Witness: Women in Cities as Agents of Transformation for God 221

worker justice. First, however, the broader topic of religion and social
justice is discussed to show how religion can be used as a tool for social
justice and how this role can be usurped into oppression and violence
against women.

Religion and Social Justice

Although religion does provide support for social justice, my colleagues
and I have discovered that, for better or worse, religion can also play
a disruptive role in the community. Los Angeles’s high tolerance for
religious variety and salience of religious practices does not necessar-
ily indicate that all segments of the city embrace these new religious
communities. Whereas some people passively tolerate these incursions,
others exhibit prejudice against these “foreign” religions or “foreign”
expressions of religiosity particularly when they become aware of plans
to build a temple, shrine, synagogue, church, or mosque, or when they
have to share their congregational spaces and rituals with immigrant
groups. Opposition can take the same NIMBY (Not in My Backyard)
form that, for example, a homeless shelter might encounter, accompa-
nied by complaints about a threat to “our way of life.” Prejudice against
immigrant communities and their religions or religious expressions is
also expressed in violent forms at times, as some Muslims (and those
mistaken for Muslims) have learned in the period following Septem-
ber 11, 2001, and as some Latina/os have faced with the rise of an anti-
illegal immigration climate in the United States. In Los Angeles, for
example, Reverend Frank Alton, previously senior pastor of Immanuel
Presbyterian Church, was the recipient of hate mail and antagonistic
voice messages in 2007 after a radio program announced nationally that
a pro-immigrant march would begin in front of the church’s doorstep.

For women, religion can be a roadblock to empowerment. The Scrip-
tures from the Christian, Jewish, and Islamic faith traditions, for exam-
ple, contain passages that condone violence and male domination over
women. It is beyond the scope of this chapter to document those pas-
sages; however, they have been used to justify and support the use of
control and domination. One need only look at the way some denomi-
nations within the Christian tradition have determined issues on birth
control and abortion, or the way in which fundamentalism within Islam
in the form of the Taliban, for example, determines that girls and
women cannot receive an education.

The National Resource Center on Domestic Violence (NRCDV) in
Harrisburg, Pennsylvania, has worked to provide understanding about
the roadblocks and resources that religion provides for women. Schol-
ars at the NRCDV have demonstrated that specific passages in the
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Scriptures that might seem to condone violence need to be understood
within a much larger context of the sacred Scriptures as a whole. The
selective use of a text to justify actions distorts and does not represent
the whole story. The NRCDV has produced resource materials to help
provide insight into the seemingly contradictory positions. As noted in
one of these resources, “Iragically, a critical look at the history of much
of our collective religious teaching makes clear that religious institu-
tions have explicitly or implicitly shaped the context of values which
have tolerated violence against women. Indeed, examples of violence
against and the silencing of women appear in many places in author-
itative texts of our religious traditions. Yet there also exist persistent
sources within our various traditions which, when explored and given
voice, offer powerful resources for strength and courage, as well as com-
passion and justice, for those who have been harmed by the acts of an-
other in the community” (Fortune and Enger 2006: 3). These are the
sources that have provided the courage and strength to the women that
I have studied in my research and especially for those I have described
in this chapter.

Clergy and Laity United for Economic Justice

When religious institutions are positive forces for social justice, migrant
and marginalized women find within them a place of security and sup-
port, and an arena for seeking justice in their own situations. CLUE
illustrates this in a way that is particularly effective for women workers.

Located in Los Angeles, California, CLUE is one of the strongest reli-
gious-based labor support organizations in the country (Hondagneu-
Sotelo 2008: 76). Organized in 1996 by the Los Angeles Alliance for a
New Economy (LAANE) as a means of gaining the support of clergy
and religious leaders for its struggles of economic justice, CLUE’s mis-
sion is to educate, organize, and mobilize the faith community to walk
with workers and their families in their struggle for good jobs and dig-
nity in the workplace. CLUE’s unique contribution to the worker jus-
tice movement is that it organizes religious leaders in the struggle,
thus providing three important additions to the movement: (1) engag-
ing the religious community, often the only functioning community in
depressed areas, which brings people together across wide divides as
equal members in one congregation; (2) providing inspiration and sup-
port, where clergy and leaders act as “chaplains” encouraging workers
to remember their deepest values and providing emotional/spiritual
support; and (3) breaking down community barriers, since religious
leaders call on their moral authority to raise questions of justice that
affect the quality of the whole community (CLUE 2010).
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Although CLUE does not devote itself exclusively to the struggles for
economic justice of immigrant workers, in Los Angeles the majority
of workers in low-wage, marginalized jobs are Latino immigrants and
many of these are women. One of CLUE’s most successful campaigns
has been in support of hotel workers, those invisible people who provide
all the services for the fine hotels of the city and who are in many ways
the backbone of the global economy (Sassen 1991). According to CLUE,
44 percent of these workers are women. Few people know the level of
work it takes to maintain a comfortable and hospitable space in Los
Angeles’s expensive luxury hotels, or the human cost of that luxury. Lux-
ury hotel workers are susceptible to high rates of injury because of crip-
pling workloads. They often make poverty wages and are denied respect
on the job. Without a union or community support, workers who are
fighting for change are easily fired or otherwise discriminated against.
Through CLUE’s efforts, religious leaders across Los Angeles have
brought prophetic witness to this struggle, offering workers chaplaincy
when they are retaliated against by management, visiting management
and asking for a process for unionization, and otherwise advocating for
the workers. They employ the ancient symbols of their faith, perform-
ing foot washing and healing services in the street, and they speak at
city council and other venues to help ensure a better future for the peo-
ple who create a home away from home for Los Angeles’s guests. After
an outpouring of support from religious and community leaders and
workers, the Los Angeles County Board of Supervisors passed a historic
living wage law in the fall of 1999 requiring tourism industry corpora-
tions to meet a fair standard for wages and benefits. Enacted for the
purpose of both economic justice and community improvement, the law
was implemented after a yearlong court battle. The City of Los Angeles
followed suit by passing a living wage law in 2006. The struggle contin-
ues with the hotels, as religious leaders work with immigrant and com-
munity organizations to secure better contracts for the workers that
include benefits, particularly health insurance coverage.

Francisca, a hotel worker, described how hotel managers had forced
workers to meet clandestinely. Hotel security guards threatened the
workers, and many feared losing their jobs. But Francisca stood up in
a meeting with religious leaders and said, “I'm here to ask all of the
priests to support us in this campaign. I know that once our coworkers
see the church is behind us, they will join our union. Right now, they are
too frightened. . . . Sacerdotes [priests, ministers], we need you to support
us . .. and accompany us on our march” (Hondagneu-Sotelo 2008: 94).

Clergy are deeply transformed by testimonials such as this one. Their
participation greatly strengthens the movement, as workers feel more
confident and safe with their presence on the front line (Figure 11.1).
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Figure 11.1. Clergy and religious leaders gather to advocate for hotel workers
in Los Angeles. (Photo courtesy of Clergy and Laity United for Economic Jus-
tice [CLUE-LA], www.cluela.org.)

Maria (name has been changed to protect her identity) told me that
she felt she could join the struggle for justice because of all the priests
and pastors that have come out to support the workers. She trusts them.
They have made a difference for her and over 1,000 other hotel workers.

Faith-based community organizing provides a voice for people at the
margins, empowering them to get engaged in working for change, in
making a difference in their communities. It is particularly important
for women. A young Latina woman we interviewed in our research on
the Active Citizenship Campaign of the Industrial Areas Foundation
told us that the community organizing process and the support from
her congregation provided her with the space and place to develop her
own potential. She said she suddenly was given a voice as an advocate
for her people (Miller, Miller, and Dyrness 2002: 124). In an interview
with Richard Wood, Judy Reyes, a leader in another faith-based orga-
nizing group, was asked how the experience in community organizing
had affected her life. She responded, “That’s what we do, we get people
engaged in things they never used to think made a difference. Before,
I never did and I had no sense of power, of being able to affect any-
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thing in the political realm. . .. It’s really hard, especially for women.
We don’t get a lot of opportunities to be leaders in society. Just to call
myself a leader is a huge thing. I take a great deal of pride in it because
I've always had these abilities and I've tried to use them. But before I'd
never found the place where they were valued. I was always shut out
or shut down. ... Here the more I put into this the more I got. I saw
results” (Wood 2002: 279-80).

Conclusion

Not all women experience religion as a positive force in their lives. In-
deed, it can be a means of oppression and a roadblock to women’s em-
powerment, particularly within the home. Domestic abuse is one issue
that appears to transcend religions and cultures. Violence against
women has reached epidemic proportions, and faith does not always
eliminate this violence. A survey of 500 clergy and lay workers con-
ducted by the Methodist Church in Britain in 2000-2002 found that one
in four women in church-going homes has experienced or witnessed
family violence as a child or adult, which mirrors the experience of Brit-
ish women in the general population (Radford and Cappel 2002). The
report finds that many faith traditions can be harmful when interpreta-
tions of their sacred scriptures are twisted to support the violence. This
can leave a woman of faith in turmoil: When she is abused, her domes-
tic violence crisis is a spiritual crisis as well because she will question
“Why me? Why am I being hurt like this? Why am I suffering? Where is
God? Is God listening to me and hearing my cries of pain and hurt and
suffering?” These are theological questions that require theological an-
swers. Nevertheless, it is encouraging to note that there are numerous
attempts from within the religious community to address these twisted
interpretations of scriptures. For example, Jewish Women International
has provided a resource guide for rabbis on domestic violence, the Pres-
byterian Church U.S.A. formed a task force on healing domestic vio-
lence, and the World Evangelical Fellowship’s Commission on Women’s
Concerns has formed a task force to educate evangelical clergy, support
efforts that would reduce violence, and offer avenues of healing to of-
fenders (Radford and Cappel 2002). In Los Angeles, one of the impor-
tant efforts for Muslim women in this regard has come from the Muslim
Women’s League, which is training women to read Arabic so that they
can read the Qur’an on their own and thus be empowered to speak out
against twisted interpretations.

Religion, however, is most often a source of support and empower-
ment for women, particularly in cities where diversity and pluralism
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open the door to alternatives to oppressive systems. Religion provides a
community that welcomes the stranger, it supplies many of the needs of
its members, and it comes alongside them in times of trouble, providing
emotional and spiritual guidance. This community of faith surrounds
many women, some of whom, inspired by their faith, take it upon them-
selves to respond to the needs they see in the city out of a personal
conviction and calling. In addition to working on their own to meet
the needs they find, they often establish organizations that can multiply
their efforts. Other women choose to work within already established
religious institutions or groups. The women whose stories I have told in
this chapter bear witness to the impact women can have when they exer-
cise their faith. No matter the path that they choose, or the way in which
they come to that path, these women care deeply about their families,
their neighbors, and their communities, and they are motivated and
inspired by their faith to do all they can to respond to the needs they
see around them. These stories show the impact that women can have
working for change, finding resources, building networks, joining coali-
tions, and in myriad ways responding to the hardship around them, sus-
tained by their religious beliefs.



Chapter 12

Accessibility to Health Care in Urban Environments

Francisca M. Mwangangi

The World Health Organization (WHO) defines health as a state of
complete physical, mental, and social well-being and not merely the
absence of disease or infirmity. The WHO has further elaborated that
“the health of all the people is fundamental to the attainment of peace
and security and is dependent upon the fullest co-operation of individ-
uals and states” and that “the enjoyment of the highest attainable stan-
dards of health” is one of the fundamental rights of every human being
(WHO 2000).

A population’s health and productivity are directly linked. This rela-
tionship has been demonstrated in industrialized countries, which are
now benefiting from years of investment in health services (Schultz and
Tansel 1993). Provision of good health services satisfies a basic human
need and contributes significantly toward maintaining and enhancing
the productive potential of the people.

Improving health services reduces production losses caused by worker
illnesses, permits the use of national funds otherwise totally or nearly
inaccessible because of disease, and increases children’s enrollment in
school and their ability to learn (Mwabu et al. 2004). Therefore, increas-
ing consumption of health-care services in the population should be a
priority in all countries. Increasing access is the most effective way to
increase the utilization of health-care services.

In its simplest sense, access refers to entry into or use of the health-
care system. When health care is accessible, the health of every mem-
ber of society improves because people are able to obtain care when
necessary without facing obstacles. When health care is not accessible,
mortality rates will be high and many people will be debilitated by dis-
ease. Access is one of the fundamental goals of every health-care system.



228  Francisca M. Mwangangi

A major responsibility of every government is to provide effective and
accessible health care to all of its citizens.

For the majority, the term “access” refers to health-care services that
are within reach. The term goes beyond the availability of health-care
services to refer to the elimination of personal, organizational, and
financial barriers to service utilization. Obrist and colleagues have iden-
tified three aspects of accessible health care: availability, acceptabil-
ity, and affordability (Obrist et al. 2007). Lack of access to health care
results when any one of these three aspects of accessibility is missing.

“Availability” means that existing health services and goods meet cli-
ents’ needs. Services and goods should be offered by an adequate num-
ber of skilled personnel. Supplies should cover demand. Health-care
facilities should be within reach geographically. Health-care services
should be organized in a manner that meets patients’ needs: For exam-
ple, hours of operation should be based around clients’ schedules, tak-
ing into account, for instance, the daily work schedule of the small-scale
business person or farmer. The health-care facilities should be clean
and well kept.

“Affordability” means that the price of health care fits clients’ income
and ability to pay. Both direct and indirect costs of health care should
be within a client’s ability to pay; for example, a client should be able to
pay for the consultation fee, the cost of drugs, and transportation to the
health facility.

Last, “acceptability” of health care means that the information, ex-
planations, and treatments provided take into account the clients’ cul-
tural and social values. Patients should feel welcome and cared for
and have trust in the competence and personality of their health-care
providers.

Differences in access to health care can have far-reaching conse-
quences, with those denied access to basic health care living shorter and
more constrained lives. Writing in 1990, Amartya Sen estimated that
100 million more women would have been alive, primarily in China,
South Asia, and North Africa, if women and girls had equal access to
health care and nutrition across the globe (Sen 1990). Equal access
to health care is therefore a prerequisite for equality of opportunity
in society.

In developing countries, health care can be accessed from such facili-
ties as the following:

1. Hospitals, health centers, and clinics run by the central gov-
ernment
2. Municipality or city council-controlled facilities
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3. Facilities run by faith-based organizations
4. Private sector facilities—both for-profit and nonprofit

Access to Health Care in Urban Settings:
Issues, Challenges, and Opportunities

As earlier chapters have described, a lack of basic services—including
safe water, sanitation, and good shelter—in rapidly expanding, poor,
urban areas creates health problems that, in turn, create an enor-
mous need for health care among those living in these areas. However,
the urban poor face the greatest barriers to accessing health care. An
understanding of these barriers is critical to improving health-care
access for all.

Challenges stem from both the demand and supply side of health
care. From the demand side, access and utilization of services can be in-
fluenced by personal, family, and community factors and the perceived
benefits of the health-care system. On the supply side, the government
influences the provision of health-care services. Government policies
on staff distribution and allocation of medical resources affect how and
where health care will be provided. In Kenya, for example, urban slums
are predominantly served by privately owned and unlicensed health
facilities with limited skilled staff and equipment; most of the formal
health facilities are located outside of the slums (Fotso et al. 2009). Es-
sentially, the slum dwellers are struggling to pay for inferior health care.

Another challenge to improving access to health care is the dearth
of good research on urban health in developing countries. This lack
of information affects planning and resource allocation for the urban
poor. Data specific to the health of urban populations often suffers
from at least one weakness: Most often, health data are aggregated to
provide an average for all urban residents—wealthy and poor, men and
women—rather than disaggregated by income or gender. The data thus
mask the health conditions of the urban poor and of urban women. A
multisectoral approach that involves different players—the ministries
or departments of housing, environment, water and sanitation, public
health, finance, and planning, among others—in collecting data on the
urban poor is necessary to paint a true picture of this population’s state
of health.

Rapid population growth has made it especially difficult to improve
urban conditions and poses enormous challenges for governments in
providing health care, as governments are overwhelmed by demands
on local economies, public services, and infrastructures. This prob-
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lem is compounded by poor planning and scarce resources, which have
resulted in overcrowded health-care facilities with long waits and lack of
access to even the most basic services. A good example of this is Kenya,
whose national-referral hospital—Kenyatta National Hospital in Nai-
robi—is often overstretched, with patients often waiting for days or
weeks to get a bed. The waiting list for nonemergency surgery is just as
long. Health-care facilities that were built for smaller populations can
no longer cope with the demands of an ever-growing populace. Gov-
ernments will have to allocate a substantial portion of their budgets to
health care if the trend is to be reversed.

Government policies can also hinder access to medical services and
obstruct the care of chronic conditions among poor urban dwellers.
According to research conducted by the African Population and Health
Research Centre (APHRC) in Nairobi—the capital city of Kenya—17
percent of people living in urban slums suffer from diabetes or hyper-
tension and cannot get screening services or drugs; this is partly due
to government policies that restrict delivery of these services to doc-
tors operating at the district hospital level or above. Lower-level health
facilities—those that are within reach of the slum population—are not
equipped with the necessary equipment for screening conditions such
as diabetes and hypertension; the medical staff in these facilities are not
even trained in caring for patients with these conditions.

Making health care “acceptable” can be another challenge. Previous
experience with medical care can determine whether one will go back
to the health facility for continued care: Women have been known to
refuse to go to providers for health-care services because they had bad
experiences in the past with those providers. In addition, a health pro-
vider’s approach may hinder women from accessing health-care services
(Khan et al. 2009). For example, lack of respect for local customs by
health-care providers may discourage women from seeking health ser-
vices. Health workers who demonstrate respect for local customs are
more likely to gain acceptance from the people they serve.

Making health care “affordable” is another challenge; with urban
poverty growing, the question of affordability will only become more
urgent. Growing urban poverty is a major international concern. About
30 percent of the poor now live in urban areas. By 2035 the proportion
is projected to reach 50 percent. Most of the urban poor live in slums
and squatter settlements without adequate access to clean water, sani-
tation, and health care. While health and child survival rates are bet-
ter on average in urban than in rural areas, they often are worse for
the poor than for other urban residents. So, not only do the poor suf-
fer worse health, but they are also less likely to be able to afford the care
necessary to address their health problems.
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The urban poor might not be in a position to afford health-care ser-
vices unless better methods of health-care financing are deployed (as
discussed further later in this chapter). This problem with affordability
is especially apparent when patients must pay fees for service. Most of
the urban poor lack the purchasing power for health-care services.

Women face unique challenges in accessing health care. Of all pop-
ulation groups women suffer disproportionately from the barrier of
lack of affordability in health care. In general, of the 1.3 billion poor-
est people in the world, 70 percent are women (Harcourt 2001). Wom-
en’s poverty affects their health needs and their ability to use health
services. Within households, women bear an inequitable burden in pro-
viding food, health care, and shelter for themselves and their families.
Women also face social and physical barriers to accessing health-care
services, especially due to their disproportionate need for reproduc-
tive health care. Social and physical barriers include the long distances
and poor transportation networks to health-care facilities, which are
especially challenging for pregnant women and those with small babies.
Another difficulty is the discrimination suffered by women and girls,
which often limits their opportunities to participate in decision-making.
Because many societies are patriarchal and women are excluded from
financial decision-making, women often have difficulty accessing basic
medical care. As a result, they are at increased risk for various reproduc-
tive, communicable, and noncommunicable diseases. The Millennium
Development Goals (MDGs) attempt to reduce the unacceptably high
levels of maternal and child morbidity and mortality by drawing atten-
tion to the urgency of this situation as well as by pressing for increased
funding and policy development to address this situation.

Lack of access to resources and to equal decision-making power
means that when poor women face out-of-pocket health-care costs such
as user fees, they may be unable to afford them (Nanda 2002). Much of
the literature and debates on user fees and health-care access neglect
the ways in which user fees are regressive in regard to gender. The over-
all lack of gender-disaggregated data in the studies on user fees exem-
plifies the problem (Standing 1997).

For poor women in both rural and urban areas, user fees have direct
and obvious links to whether these women can afford health care.
Where women are struggling to make ends meet, they have little to save
for contingencies, which include sickness and injuries. Poor women may
forgo health care in order to purchase food or fuel; alternately, they
may seek lower-cost traditional health care that does not address their
health needs adequately (Gilson 1997). Further, women in subsistence
economies may not have the cash income necessary to pay user fees, and
even if they do have the income available, men may have control over
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their earnings. Poverty has driven a worrying number of urban women
to engage in commercial sex work in pursuit of the cash they need to
meet their, and often their families’, health-care and other needs. This
work puts them on a dangerous pedestal of exposure to diseases and
poor access to health.

Increasing Access to Health Care in Urban Environments

Since health is a basic human right, it is important to look at access to
health care from a human rights perspective.

A critical analysis of the health-care system in developing countries
reveals that the huge burden of disease suffered by the deprived major-
ity in both urban and rural areas is not just an unfortunate accident.
Rather, it results from deep, structural injustices and the systematic
denial of healthy lifestyles to the most vulnerable. These issues should
be addressed within a human rights framework that should empower
each person to demand health care as a right (Dreze and Sen 2002).

For the vast majority of the poor population, the key barrier to good
health is not a lack of technology within the health system; rather, ineq-
uity effectively denies a vast majority of the population their human
rights to health. Poverty, a manifestation of social inequity, leads to
large sections of the population being denied adequate nutrition, clean
drinking water and sanitation, basic education, good-quality housing,
and a healthy local environment, which are all determinants of health.
At the same time, highly inequitable health systems deny quality health
care to those who cannot afford it. Even in public hospitals, health care
is not free, as users are expected to share the costs.

Strengthening the human rights of women, children, and marginal-
ized groups is an important first step in addressing accessibility. For a
variety of economic, social, and cultural reasons, the human rights of
such groups have been eroded in most urban areas by the very institu-
tions that are expected to protect them.

These groups are disproportionately affected by HIV/AIDS and have
more limited capacity and access to resources to prevent and treat in-
fection. Women in particular not only face a double burden of com-
municable and noncommunicable diseases but also have the added
responsibility of looking after sick family members. Cancer, diabetes,
and heart diseases are now leading the list of noncommunicable dis-
eases in women.

In a climate of discrimination, people are less likely to seek preventive
screening and so do not get treatment, care, and support when ill. This
in turn hinders efforts by health-care institutions to control disease.
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The right to health care should be made a legally enforceable en-
titlement. Realizing the core right to health care will require the de-
velopment of national health policies with comprehensive plans and
timetables. Additionally, health infrastructure essential to the treatment
of cancer and other noncommunicable diseases will have to be devel-
oped, as it is currently unavailable. These changes will require money
and political will: Investing sufficient resources in health care and allo-
cating these funds in a cost-effective and fair manner will be critical, as
will lobbying and educating politicians.

Other measures include adopting a comprehensive strategy based on
a gender perspective so as to overcome inequalities in women’s access to
health facilities and making screening for cancer and lifestyle diseases a
component of reproductive health. Such a strategy will entail empowering
women to know what to demand and expect from the health-care system.

The catchphrase “Prevention Is Better Than Cure” (and certainly
cheaper) has been used without paying due consideration to the dif-
ference its application could make in developing countries. Consider-
ing that most deaths in these countries occur from preventable diseases,
increasing the consumption of preventive services will reduce mortal-
ity from these diseases. Several studies conducted in low- and medium-
income countries (African Medical and Research Foundation 2004;
Nyamwaya 2008; Obrist et al. 2007) have shown that the utilization of
preventive-care services can promote healthier lifestyles, provide early
detection of illnesses, and reduce the need for subsequent inpatient care.
On a more individual level, a low-cost approach that can rapidly be im-
plemented entails empowering the population—from schoolchildren to
villagers to slum dwellers—to take responsibility for disease prevention
through such simple interventions as hand washing and using latrines.

To improve access to health care, demand—the willingness and the
ability to purchase services or goods—for preventive health care must
be increased. In developing countries whose health systems are over-
loaded and whose resources are limited, preventive services are defi-
nitely more cost-effective than curative services and, in addition, reduce
the burden of both communicable diseases (e.g., AIDS, malaria, and
tuberculosis) and noncommunicable diseases (e.g., heart disease, can-
cer, and diabetes). In Kenya, for example, as in many African coun-
tries, women seen for breast cancer often present with late-stage cancer.
An unpublished survey done in 2009 identified causes of delay in seek-
ing care: lack of access to mammograms, a knowledge deficit, fear and
denial, and a strong belief in traditional medicine. These findings are
in keeping with a number of studies done in developing countries focus-
ing on the problem of late diagnosis. Increasing the demand for preven-
tive services will reduce disease burden and many other complications
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associated with late diagnosis among the urban population. Educating
the general population and target groups about health can increase
demand for preventive and promotive services such as lifestyle adjust-
ments to prevent lifestyle diseases, including some cancers. Treatment
of early disease is cheaper than treatment of advanced disease; thus if
the population seeks help early, the cost of treatment will be far less.

A lack of knowledge about what health-care services exist and a lack
of awareness about the importance of these services limit health-care
access. By making people aware of how to maintain good health and
avoid disease, health promotion furthers good personal health as well
as good community health. In a study on access to maternal care among
the urban poor in Nairobi, Kenya, Tenambergen (1994) found that
health promotion (i.e., being advised during antenatal-care visits) influ-
enced the likelihood that a women would deliver in a health-care facil-
ity; this influence was significantly higher among the poorest women
than among other women in the study. Health education can improve
women’s perception of the benefits of the health-care system, which, as
discussed earlier, factors into the system’s accessibility. Print and elec-
tronic media, as well as community outreach by health workers and
local leaders, can be used effectively to disseminate health information.

Another way to increase the consumption of preventive services is
to make them “public goods” rather than “private goods.” In contrast
to private goods, no one can be effectively excluded from using public
goods. By eliminating cost of these goods to the consumer, the issue of
economic access is addressed.

Nongovernmental organizations (NGOs) play an important role in in-
creasing access to health-care services in urban areas, though their con-
tribution has not been fully recognized. Through its focus on the health
of Kenyans who reside in informal urban settlements in Nairobi, Jhpiego
exemplifies the importance of NGOs in increasing access to health care.
Jhpiego improves access to health-care services in these communities by
educating and empowering clients and the community, training and pre-
paring service providers, and equipping health-care facilities. By work-
ing with health-care providers and slum residents to identify and address
residents’ needs, this NGO has energized these communities to actively
seek to improve the quality and accessibility of health care and especially
the uptake of family planning, which in most places was lagging behind.

Financing Health Care

To make health care affordable, better ways of financing health care
must be embraced. User fees have been implemented in many countries
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since the 1980s. The large body of empirical evidence on the impact of
user fees on the utilization of health-care services, however, suggests
that user fees are regressive and inequitable, in that poor people pay a
greater proportion of their incomes out-of-pocket for health care than
those who are better off. Many consider insurance a better way of cush-
ioning people when they fall sick.

Insurance is defined as “the means by which risks or uncertain events
are shared between many people” (Akin 1987). The insurer or its agent
collects premiums, which are then used to compensate insured individ-
uals for financial losses resulting from an insured event. Health insur-
ance is an institutional and financial mechanism that helps households
and private individuals set aside financial resources to meet the costs of
medical care in the event of illness (Wang’ombe 1994).

Health insurance is based on the principle of pooling funds among
a large, heterogeneous group of members and entrusting a third party
to manage these funds to pay for the health care of members who con-
tribute to the pool. In this way, risks are averaged among the members
contributing to the pool, reducing the variability in risk for any one
member. Because everybody pays a premium irrespective of whether he
or she falls sick, insurance schemes have a high potential for cost recov-
ery (Tenambergen 1994; Shaw and Ainsworth 1995).

Without such risk pooling, individuals often undergo severe and
unexpected economic hardships when faced with medical expendi-
tures, especially hospitalization. These economic hardships may be
especially severe when one episode of illness leads to several rounds of
care seeking. The reasons may vary from inadequate treatment of the
primary problem to emergence of new problems. These hardships can
be avoided or alleviated if a system, such as health insurance, exists to
smooth out these economic shocks.

Health insurance can help to defer, delay, reduce, or altogether elim-
inate payment for health care incurred by individuals and households.
Any system that creates financial protection against the cost of illness by
spreading the risk is in a way a “health insurance” system, including sub-
sidized care from the government.

Because both common but expensive illness and catastrophic, un-
expected illness are costly, individuals, households, and organizations
need health insurance (Wang’ombe 1994). By pooling the risk of large
health-care expenditures among many people, health insurance can
make necessary health care affordable to all (Cholletta and Leuris 1997).
In addition, people with insurance can be reasonably assured of treat-
ment in a health facility when they decide to seek it (Wang'ombe 1994).

Social health insurance can reduce inequities in health-care financ-
ing. Since the health-care burden resulting from out-of-pocket expenses
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falls more on those least able to pay, social health insurance is seen as
way of meeting the equity objective of a functioning health-care system.

No matter how poor people may be, they are often better equipped
to cope with certain risks as a group or as a collective rather than as
isolated individuals. That is why social health insurance is a powerful
weapon to buffer the poor from the vulnerability a health crisis could
trigger.

When it comes to financing, the costs of providing adequate health
care to cover people’s “reasonable” expectations are not currently met
with sufficient funds. Often the poor are required to make high direct
payments, which they often cannot do. Solidarity mechanisms, such as
social health insurance, have the potential to reduce the financial and
social burden of disease mainly for the people who are the worst off. As
stated in the International Labour Organization’s Constitution: “Pov-
erty anywhere constitutes a danger to prosperity everywhere.”

Community insurance schemes are one form of insurance that helps
protect the urban poor financially. Though this form of health insur-
ance has been deployed mostly in rural areas, I believe it can also
work in urban areas. Though urban areas have a wide diversity of peo-
ple from different communities with diverse values, they have strong
and cohesive groups and networks formed to help them face economic
challenges.

Innovations in Health Promotion: Partnering with Retail Outlets

Nyamwaya (2008) argues that the primary challenge facing health pro-
motion in African cities is the fact that most health programs are mainly
planned, managed, and controlled by health professionals whose con-
cept of health is based on the clinical model, where the focus is cura-
tive rather than preventive services. This model provides for only very
passive participation by women in health promotion. Some countries,
such as Kenya, South Africa, Mauritius, Uganda, Guinea, and Niger, are
adopting broad concepts of health that encourage the involvement of
multiple stakeholders including women (Nyamwaya 2008).

The problem of widespread ill health in both rural and urban Kenya
is not primarily a technical-medical issue. The fact that the rich enjoy
reasonably good health implies that the technical means to achieve
good health do exist in Kenya today. However, these need to be bet-
ter adapted to the social, cultural, and economic circumstances of the
wider populace. The key requirement to meeting the health-care needs
of urban dwellers is not newer medical technologies, more sophisticated
vaccines, or more advanced diagnostic techniques; rather, culturally
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acceptable, cost-effective, and innovative health-care delivery systems
are needed.

One model that has proven useful is a partnership between health-
care facilities and private commercial entities. The model was first used
in Kenya by the private hospitals in Nairobi to create breast cancer
awareness among urban women.

These private hospitals seek to deliver all-inclusive health care by
working with governments, private individuals, corporate entities, and
communities to ensure that all citizens can access world-class health
care at an affordable cost.

Breast cancer is one of the leading cancers among women in develop-
ing countries. The Nairobi Cancer Registry (2004) reports that breast
cancer accounts for more than 20 percent of all cancers among Kenyan
women. The disease as seen in Kenya is predominantly premenopausal,
with a peak age of 35 to 44 years. This differs from its presentation
in North America and Europe, where it is mainly postmenopausal. In
Kenya, the majority of women with breast cancer present with advanced
disease, with no realistic chance of a cure. Early detection of breast can-
cer entails both early diagnosis in symptomatic women and screening in
asymptomatic women. Key prerequisites for early detection are ensur-
ing that women are supported in seeking care and that they have access
to appropriate, affordable diagnostic tests and treatment. Breast health
awareness appears to be a pragmatic method for achieving early detec-
tion and is the focus of breast cancer awareness campaigns. The cam-
paigns give women an opportunity to get an appraisal of their breast
health, training in breast self-examination (BSE), and health education,
and to undergo a cervical cancer screening. Though the campaigns are
done in retail outlets, they can be carried out in other suitable prem-
ises, such as churches. Women who have been taught and who practice
BSE are more likely to detect breast cancers and other breast problems
at an earlier stage than are women who do not practice BSE (Thomas et
al. 2002).

The breast and cervical cancer early-detection program offered by
the private hospitals in Nairobi in partnership with retail outlets was
created in 2007. The objective was to ensure that women across the
socioeconomic spectrum had equal access to community-based can-
cer screening, outreach, and referral services. This ongoing program is
expected to increase early detection of breast and cervical cancers and
to improve treatment outcomes.

The program delivery model is simple. Target locations are identi-
fied based on a community’s social and economic characteristics as well
as the availability of health-care facilities. Local retail outlets, usually
supermarkets or shopping malls, are then asked to provide a screen-
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ing venue and related logistical support. The venues chosen are mainly
within areas where health facilities are few and far apart. The venues
benefit by having a chance to give back to the community through their
corporate social responsibility programs. Supermarkets and shopping
malls, which are not as impersonal and intimidating as hospitals, pro-
vide a more women-friendly environment than traditional health-care
facilities. The hospital doing the campaign and the partner retail out-
let jointly publicize the program. Print and electronic media are used to
hype the event. Leaders in churches, mosques, and other places of wor-
ship are engaged early to help in mobilizing their followers.

The hospital provides the required supplies, resources, and person-
nel. The nurses and doctors undergo a short training to empower them
with skills and knowledge to address breast and other health issues
afflicting women. Since the health-care professionals come from varied
backgrounds, the aim of the training is to ensure uniformity and con-
sistency in the messages given to the women.

To date, nearly 10,000 screening clinical breast examinations have
been provided, mainly to underserved women. Approximately 25 to 30
percent of these women had either major breast problems (such as fixed
lumps, fungating wounds, pain, or bloody nipple discharges) or pre-
cancerous cervical lesions. However, this program reaches only a small
fraction of eligible women within a narrow geographical radius be-
cause many needy women living in the city outskirts cannot afford the
$1 round-trip fare to the program sites. Although this program is free
of charge, a large challenge is in finding funding to pay for further di-
agnostic investigations and treatments for the very poor who require
them. The costs for full diagnostics, treatment (including surgery and
chemotherapy), and follow-up for a typical breast cancer patient range
from US$1,000 to US$5,000 or more: far above what most Kenyans can
afford. Some private hospitals have set up a welfare fund to underwrite
the cost of treatment for some of the patients. Funding to widen the
reach of this welfare program and to make it sustainable has been very
challenging, with needs far exceeding financial resources. The wel-
fare programs are primarily funded by private citizens and corporate
entities.

These campaigns demonstrate the vital role played by the private sec-
tor in mobilizing resources to make health care accessible to all.

Conclusion

Urban areas face a myriad of health challenges from rapid population
growth, pollution, unplanned settlements, and an increase in both com-
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municable and noncommunicable diseases. Multiple factors, especially
social, cultural, and economic, make women the most vulnerable in the
unfolding epidemic of communicable and noncommunicable diseases.
Poor government investment in health care further compounds the
problem. There is an urgent need for health planners, policymakers,
and other stakeholders to engage and involve communities in designing
new, innovative, and cost-effective health-care delivery models for pro-
motive, preventive, and curative services. The breast and cervical cancer
education, awareness, and screening campaign, which is a private-sec-
tor initiative, is one such model that can be replicated to address all
health problems, not only in women but in the entire urban population.
This model of partnering with retail outlets in the provision of services
underscores the important role the private sector plays in health-care
delivery to urban populations.

As the world continues to become more urbanized, with resultant
health challenges, it is the responsibility of government, civil society, or-
dinary people, policymakers, and researchers to make cities healthy. On
World Health Day 2010, the World Health Organization recommended
the following actions to achieve this goal.

. Improve urban living conditions.

. Ensure participatory urban governance.

. Promote urban planning for healthy behaviors and safety.
. Make urban areas resilient to emergencies and disasters.

. Build inclusive cities that are accessible and age friendly.

CU s 00 N =

Though these calls to action do not exclusively address women’s health,
the aspects they cover will have a big impact on women’s health. For-
tunately these action areas do not require additional funding, though
political will is vital to distribute resources to priority interventions.



Chapter 13

Mobilizing Communities to Prevent Violence
Against Women and HIV in Kampala, Uganda

Tina C. Musuya

Kampala, the capital city of Uganda, is a home to approximately
1,420,200 people, predominantly Baganda but also others originating
from different tribes and parts of the country (Uganda Bureau of Sta-
tistics 2008). As in many places in sub-Saharan Africa, gender inequity
is the norm with many believing that male supremacy is a natural and
“God-given” privilege. In this view, women are considered men’s prop-
erty and therefore have limited power over their own lives and bod-
ies, a factor that increases their vulnerability to HIV and a range of
reproductive health problems. In addition, women are often victims of
violence including sexual assault, physical violence, and verbal and emo-
tional abuse (Uganda Law Reform Commission 2006). A 2008 study of
1,585 community members in Makindye and Rubaga Divisions in Kam-
pala by the London School of Hygiene and Tropical Medicine, Maker-
ere University, and Raising Voices (a Kampala-based nongovernmental
organization working to prevent violence against women and children)
revealed the following: Almost half of the women (49 percent) who were
currently married or were in an intimate relationship had experienced
physical and/or sexual violence from a partner. Many women reported
both physical and sexual violence. Almost a third of the women (31 per-
cent) reported experiencing physical or sexual violence from a part-
ner in the last year. Three quarters of the women (75 percent) said that
their partners had used one or more forms of controlling behavior in
the past twelve months. When men were asked the same questions, 50
percent reported using one or more controlling behaviors with their
partners in the past twelve months (Watts et al. 2010).

Many women and young girls in Makindye and Rubaga Divisions (two
of the administrative zones of the city of Kampala) attest that violence
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is part of their lives, revealing that they are always under the control of
their partners and live in fear of physical violence. In addition, many
women depend entirely on their partners to provide for their basic
needs because the men prohibit them from seeking any form of employ-
ment. Finally, many do not have power to decide when and how to have
sex because their male partners make these decisions. Many women in
intimate relationships are resigned to their situations. Talking about
prevention of HIV during a community outreach activity, one middle-
aged woman reflected the views of the group:

What can we do? You know very well that our men never have one partner
and yet they do not accept to use protection with us their wives, so we are
doomed to get the infection any time. We survive by the grace of God. (a
middle-aged woman in a Nakulabye market)

Hope Turyasingura, a long-time activist for women’s rights, explained
gender perceptions and customs in the community as follows:

There is a widespread practice in the community that condones male infi-
delity. Many community members expect the wife to tolerate it as long as
the husband is discreet about his numerous relationships.

Although the Constitution of the Republic of Uganda (1995) recog-
nizes women’s rights and the government is party to the Convention on
the Elimination of All Forms of Discrimination Against Women and the
Declaration on the Elimination of Violence Against Women, violence
against women still occurs in Uganda at alarming rates. While many
advances have been made in the promotion and protection of girls’
and women’s rights in the public arena in Uganda, critical policy areas
that undermine women’s right to safety still remain. Violence against
women (VAW) is deeply rooted in the unequal relations between men
and women because the Ugandan society has developed a social hier-
archy that accords men a higher status than women and permits men
to use VAW as a way of imposing their will. Preventing violence calls for
a change in these norms. Notably, addressing VAW is a means of pre-
venting HIV because VAW is both a cause and a consequence of HIV
(Michau et al. 2009).

Mobilizing Communities to Prevent Domestic Violence
and Associated Health Problems

One response to preventing VAW and associated health problems comes
from the Center for Domestic Violence Prevention (CEDOVIP), a non-
governmental organization formed in 2003 and supported by American
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Jewish World Service, the Elton John AIDS Foundation, the Foundation
for Open Society Institute, Irish Aid, the United Nations Development
Programme, and Raising Voices. CEDOVIP originated from a partner-
ship between Raising Voices, the National Association of Women’s Orga-
nizations in Uganda (NAWOU), and ActionAid Uganda. From 2000 to
2002 these groups operated the Domestic Violence Prevention Project.
By 2003, this effort was so successful that the partners created CEDOVIP.

CEDOVIP’s first program drew from the Raising Voices program-
matic tool Mobilizing Communities to Prevent Domestic Violence: A Resource
Guide for Organizations in East and Southern Africa (Michau and Naker
2003). The program had three interrelated, mutually reinforcing parts:
(1) the Domestic Violence Prevention Demonstration Project, (2) the
National Domestic Violence Prevention Initiative, and (3) the National
Advocacy Program. The lessons learned from the Domestic Violence
Prevention Demonstration Project informed the development of SASA!

Developed by Raising Voices, SASA! is a systematic approach to mobi-
lizing communities to change attitudes and practices that perpetu-
ate VAW. CEDOVIP uses SASA!, which is described more fully in the
remaining sections of this chapter, in its efforts to mobilize commu-
nities to prevent VAW. When CEDOVIP began its work, many commu-
nity members were not aware of the connection between VAW and HIV.
Even more worrying was that many did not see men’s widely accepted
infidelity as the problem but instead blamed women as the source of
infection. Two quotations from community members are emblematic of
this sentiment:

Women and young girls love money, [and] in their pursuit for money they
get infected with HIV from men. (a male participant in an impromptu dis-
cussion at a carpentry workshop in Bwaise-Kawempe)

If a man does not provide for his wife, she may get another man who will
provide for her needs in exchange for sex and she will get infected with
HIV. (a woman met during a door-to-door visit in Kasubi parish)

SASA! Mobilizing Communities to Prevent Violence
Against Women and HIV

Sasa means “now” (now is the time to prevent violence against women
and HIV) in Swahili, the common language in eastern Africa. SASA! is
also an acronym for a four-phased approach to community mobilization
to prevent VAW and HIV: Start, Awareness, Support, and Action. The
start phase begins by engaging communities to start thinking about
VAW and HIV as interconnected issues and fostering power within com-
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munities to address these issues. The awareness phase follows and fea-
tures raising awareness about how communities’ acceptance of men’s
use of power over women fuels the dual pandemics of VAW and HIV.
The support phase supports the women, men, young people, and activ-
ists affected by and confronting issues of power, violence, and HIV by
encouraging the community to join their power with others to collec-
tively address the problem. The action phase occurs as the participants
take action by using power to prevent VAW. SASA! generates much-
needed momentum to create new community norms to support a bal-
ance of power between women and men.

In implementing SASA! CEDOVIP uses the ecological model of com-
munity mobilization (Heise, Ellsberg, and Gottenmoeller 1999). It
works with individuals, including both men and women living in the
targeted communities, and engages families, neighbors, friends, rel-
atives, and in-laws. Next, it involves local leaders, community groups,
police, health-care providers, nongovernmental organizations, religious
leaders, business owners, and cultural groups. Finally, it works with the
media and also engages in national-level policy advocacy and law for-
mulation processes. Working across the social spectrum enables CEDO-
VIP to reach the critical mass needed to set the pace for social change
in norms and behaviors.

SASA! in Action

SASA! began in the Rubaga and Makindye Divisions using lessons
learned from CEDOVIP’s earlier work in the Kawempe Division. The
Rubaga Division, with an estimated population of 344,752, accommo-
dates the seat of the Buganda Kingdom and the Christian missions’
headquarters. The Makindye Division, with an estimated population of
350,800, accommodates the largest police barracks and training school
in the country. Located on the edge of Kampala, both are densely pop-
ulated, low-income, peri-urban communities that are characterized by
widespread poverty, unemployment, congested settlement patterns,
and an unsupportive law enforcement and social services environment.
The residents of these divisions typically live on less than US$1 per day
(Kampala City Council 2002). Many refer to these communities as slums
because they lack basic infrastructure, services such as water, sanitation,
and electricity, and lack permanent housing structures.

Members of these communities tend to interact with their neighbors
frequently, since the houses are close together and because community
members commonly share resources such as common water sources and
shared toilets. Community members depend on one another for infor-
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mation, belong to common village savings groups, and work together to
address problems within their communities. Because community mem-
bers tended to know one another and had a history of working together,
these communities were well suited to the SASA! community mobiliza-
tion approach to preventing VAW.

As mentioned earlier, the CEDOVIP model employs different lev-
els of engagement: fostering local activism coordinated with strategic
communications and engagement in national media and advocacy cam-
paigns. To use and build local activism, CEDOVIP promotes commu-
nity drama, community conversations, soap operas, quick chats, and
films. These efforts come to life through the work of a sixty-two-member
team (half men and half women) recruited to be community activists
(CAs). Carefully selected and trained through skill-building workshops
and bimonthly meetings, they spearhead a variety of activities to en-
able dialogue about VAW, HIV, and female-male power relationships.
(Although the activities are the same throughout the four phases, their
content changes to focus on each phase’s theme.) Raising Voices devel-
oped the SASA! Activist Kit, which details the work. CEDOVIP and the
CAs translate and, if needed, adapt the activities to fit the context. The
following are general descriptions of the activities.

Community Drama

Six drama troupes (each with approximately five men and five women)
trained by CEDOVIP perform short, participatory dramas in open
places to engage community members in dialogue on preventing VAW;
Figure 13.1 depicts a well-attended performance in Nakulabye. Dur-
ing intervals, the CAs ask the audience questions about violence and
HIV. The discussion helps to shift attention from entertainment to rais-
ing awareness, building support, and taking action to prevent VAW and
HIV. Many community members speak out about VAW in their commu-
nities during these shows, and often local leaders make commitments to
take action against VAW.

Community Conversations

CEDOVIP provides CAs with a set of pictures related to VAW, which
are designed to begin conversations among small groups of people at
sports grounds, places of worship, shops, men’s or women’s groups, and
around the water sources. The CA chooses a picture, asks some leading
questions, and encourages everyone to participate in the ensuing con-
versation. Having community conversations is an excellent way to intro-
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Figure 13.1. A community drama troupe performs in Nakulabye. (Photo cour-
tesy of CEDOVIP.)

duce new ideas and to stimulate reflective discussions and debates about
how to promote change in attitudes and behaviors related to gender
roles. In these situations, some community members are very conserva-
tive while others are less so. The following are examples of community
members’ differing attitudes regarding who should do domestic chores:

I always help my wife to wash dishes and cook food because my father told
me that is one thing that will keep you close to your wife and kids. (local
council leader, Nakulabye)

If you try doing domestic chores, then the women will start ordering you
around. You will become the laughing-stock of the village. Many people
will say that you have become a woman. (young man in Kasubi)

Such dialogue enables community members to reflect on some of the
issues that many take for granted. Some men said that they began by
doing domestic chores behind the scenes, and later, as they gained con-
fidence and the community appreciated their efforts, they started to do
them more openly. Kisembo, one of the male community activists, said
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that his participation in domestic chores has created new warmth in his
family, and he encourages men to do domestic chores more often.

Soap Operas

CEDOVIP also provides the CAs with audio soap operas featuring short
skits followed by mini-talk shows about HIV and VAW. Small groups
of people listen to a recording and, with a CA’s guidance, discuss the
themes. This is a popular activity with young men at the trading centers
and drinking joints. The mini-talk show at the end of a drama helps the
participants reflect on VAW, on men’s use of power over women as the
root cause of VAW, and on how VAW increases women’s vulnerability
to HIV infection. In two of these soap opera discussion groups, one in
Kibuye parish and one in Salama parish, an elderly woman and a mid-
dle-aged man made the following comments:

Many men in my village always control and intimidate their wives and
are also unfaithful just like Musa [character in the soap opera]. Do you
really think that women in such relationships can negotiate for safe sex?
People, let us embrace SASA! to make difference. (elderly woman in Ki-
buye parish)

I am just learning that controlling and coercing your wife into sex is also
VAW. I feel bad that I have done this many times thinking that I was being
a man. So what should we do? (middle-aged man in Salama parish)

With the support of CEDOVIP staff and CAs, community members
make the connections between VAW and HIV, are encouraged to seek
more information, and receive tips on negotiating for safe sex and re-
specting others in intimate relationships. Often, CEDOVIP refers com-
munity members to the team of Sengas (traditional marriage counselors
trained by CEDOVIP) for one-on-one support to guide them through
their long journey of behavior change.

Quick Chats

CEDOVIP trains the CAs to begin brief, impromptu discussions with
community members about VAW and HIV, providing the CAs with sim-
ple topic guides and suggestions for how to open up a chat with an-
other person. The CAs use this tool with people who are in transit or
are very busy, such as people waiting at a bus stop, riding a hired motor-
bike taxi (i.e., boda boda men), or shopping at the market. Here is a typi-
cal comment:

I first heard about balancing power in intimate relationship at the boda
boda stage. Since then every time I want to tell my partner to do things for
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me as her husband, I wonder whether I am using my power over her. This
makes me ask for her opinion about things. It is not easy, but I think I am
beginning to balance power. (a man in a Nakulabye market)

Often, those who have been introduced to ideas through the quick
chats seek more information from the CAs. The quick chats are an ef-
fective way to get people to start questioning their own behavior and be-
liefs regarding VAW, women, and power.

The SASA! Film

The SASA! film relates the stories of two women, Mama Joyce and
Josephine, who experience violence and HIV infection. Available for
viewing at home, in open places such as barber shops, canteens, and
saloons, or in larger places such as in churches, the film has played in
more than 100 video halls in Rubaga and Makindye and has attracted
large crowds. After showing the film, CAs, provided with questions by
CEDOVIP, probe the audience on the connection between VAW and
HIV and the nature of male-female relationships. The film has been
especially useful in reaching out to men—more than 5,000 have seen it.
One viewer, a man in Nakinyuguzi, observed:

I always thought that women sleep around [and] that is why they are vul-
nerable to HIV. SASA! has made me learn that women’s lack of power over
their sexuality is the risk for their increased HIV infection. We must start
to address this problem.

The film offers community members insights about women'’s realities
and provides an urgent rationale for addressing men’s use of power over
women, showing how it is a means to reverse the current trends of HIV
infection. A word of caution, however: Some conservative community
members hardly pay attention to key issues raised in the film and focus
instead on things such as Mama Joyce treating her co-wife with respect
as something that women in polygamous relationships should emulate.

All the activities that have been described introduce new ideas,
prompting community members to reflect on many things in their
everyday lives and to start asking the most important “why,” “how,” and
“for what” questions about women and men’s lives and realities.

Communication Materials

A second strategy in the SASA! program is to disseminate fun and
creative communication materials. As with the activities, use of these
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materials—including posters, comic strips, and card and other games—
evolves over the phases of community mobilization. So while a poster
might be used in each phase, its content changes to focus on the key
themes: power over (awareness phase), power with (support phase), and
power to (action phase).

The communication materials aim to expose people continuously to
information that is thought provoking and appealing without portray-
ing violent scenes. The materials show VAW as an urgent injustice that
is everyone’s responsibility to address. Most important, they do not con-
tain threatening or blaming messages. Instead, they focus on more neu-
tral topics such as the benefits of nonviolence in relationships, sharing
domestic chores between men and women, negotiation of condom use,
and safe sex. Community members often hang materials in such stra-
tegic places as on the doors of their retail shops, walls of their living
rooms, and walls in busy marketplaces.

Posters and Comic Strips

CEDOVIP employs posters and comic strips to expose community mem-
bers to VAW and HIV prevention ideas and to illustrate the types of
VAW, causes of VAW, and connection between VAW and HIV. CAs and
staff use the posters and comic strips to open up dialogue with small
groups of between ten to twenty people, often leading to heated de-
bates. Figure 13.2 shows Teo, a community activist in Kasubi parish, fa-
cilitating a conversation on power, VAW, and HIV. CAs also distribute
the posters and comic strips to the participants, who later hang them
up in open spaces in their communities or on the walls in their houses.
These messaging activities occur in neighborhoods, in women’s sav-
ings groups, at the carpentries and garages where men congregate, and
within places of worship. Because the posters do not explicitly show
scenes of VAW, both men and women easily identify with the ideas. One
woman in Kibuye said:

It was difficult to talk about VAW or improving my relationship with my
partner. He never turns up in these activities. I hung one poster in the liv-
ing room and put the comic strip in the bedroom—I found him reading,
and he started to ask questions about balancing power. We now talk about
these things and he talks to his friends too.

The CAs find them useful as well, as indicated by the following two quo-
tations:

I shared the comic strip with the imam of the mosque in Kitebi, [and] he
now asks the congregation to spend thirty minutes after the Friday prayers
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Figure 13.2. A community activist in Kasubi parish uses a poster to facilitate
a discussion on power, violence against women, and HIV. (Photo courtesy of
CEDOVIP.)

to talk about VAW with our support. The imam encourages the people to
work with activists to prevent VAW. (a CA in Mutundwe parish)

These stickers and comic strips made it easy for me to talk with my peers
about VAW. They always ask me to lead discussions about women’s rights,
which they say are their problems. (a CA in Nakulabye)

While the colorful posters are quite popular with community mem-
bers and leaders, people sometimes pull them down to use for mak-
ing paper beads for sale, and some highly political communities avoid
using posters that have colors similar to the different political party col-
ors. CEDOVIP takes care not to use any political party colors in order
to avoid situations related to partisan politics that would cause the com-
munity members to disregard VAW prevention.

Card Games

The card game is both an activity and a communications strategy. With
a different set of cards for each SASA! phase, a CA guides participants
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to take turns saying what they know (awareness phase), what they would
say (support phase), or what they would do (action phase) about the var-
ious scenarios portrayed on the cards about rights, gender, power, and
VAW. When one participant answers the question, others can decide if
that answer is right. Each participant reflects on what this means to his
or her life and community. Many commit to something very specific that
they will do in their daily lives to address VAW. The game is played in
homes and with men and youth at the video halls, pork joints, and other
places of recreation. One middle-aged woman said that the card game
enabled her to recognize that what she had experienced and assumed
was “normal” were actually different forms of VAW. She committed to
bring both her sons and daughters to learn about VAW and how to pre-
vent it. Focusing a dialogue with the card game calls for tact on the part
of the CA, as the conversation can easily go off track to other commu-
nity problems.

Guiding questions on the back of each card help to enable in-depth
chats about types of VAW, its root causes, its consequences, and what
a person can do to address it, given his or her means and situation.
Through such discussion, the materials are used as tools to help people
feel responsible for addressing VAW in their everyday lives.

When continuously implemented, the SASA! strategies create ripple
effects, with messages diffused throughout the community by word of
mouth to reach a critical mass. This is important, as a critical mass is
essential to undoing inequitable norms, effecting social change, and
calling for nonviolence.

Media and Advocacy

In addition to working with local activism and communication mate-
rials, CEDOVIP has developed a national media campaign. It spreads
provocative facts and stories about VAW and HIV in print and across the
air waves, linking the messages to countrywide advocacy efforts in order
to press political leaders and policymakers to take small and big actions
to halt the VAW and HIV epidemics. CEDOVIP has conducted the activ-
ity through information and sensitivity training as well as media cam-
paigns, among other means.

Information and Sensitivity Training

CEDOVIP works with journalists and editors to improve the quality of
their reporting by building skills in objective writing on VAW issues. As
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a result, the media fraternity play an important role in public aware-
ness-raising and advocacy as they attract and maintain attention to the
prevention of VAW through their free coverage of VAW issues. How-
ever, since most of the Ugandan media houses are profit-making insti-
tutions, editors’ concerns about the bottom line cause them be torn
between publishing “sexy and sensational” stories and publishing more
reasoned accounts about women and VAW. To address these concerns,
CEDOVIP encourages the media to report on VAW as a human rights
and public health problem by sharing story ideas and facts that connect
VAW to HIV, political participation, economic growth, maternal health,
and women’s empowerment. Though some of the journalists and edi-
tors claim that they have a right to present their views (even if they are
stereotypical views about women) without embedding their stories in a
human rights framework, the CEDOVIP effort is slowly transforming
media coverage, as writers are now seeking more information regarding
VAW, questioning the legitimacy of VAW, and calling for more account-
ability on the part of government and policymakers. This level of sup-
port is very important in the prevention of VAW. A colleague from the
media observed:

Before the engagement with CEDOVIP, we always wanted to get a selling
story and oftentimes sensationalized stories on VAW. We had no idea that
this puts the victim in further danger and worst of all popularizes the use
of VAW. We now try to care about the safety and dignity of the victim and
do all that is possible to report objectively. (journalist in the Parliamen-
tary Press Association, Uganda)

CEDOVIP’s Media Campaign

The bond between the media and CEDOVIP is based on recognizing
each other’s contributions, supporting each other in the promotion of
human rights, and giving constructive feedback in areas that need to be
strengthened. CEDOVIP keeps track of print media reports and shows
its appreciation of objective reports by giving writers green cards for
promoting the rights of women. It gives red cards to those who write
biased, negative, or sensationalized reports. Though some journalists
are offended when they receive red cards, this recognition program and
the other collaborations have led journalists to begin to observe the
ethics code of the International Federation of Journalists when report-
ing on VAW. One media house with a popular daily newspaper, FM
station, and TV station has recently adopted a policy to prevent sensa-
tionalism of VAW stories and to protect the survivors’ identity. Other
media houses are beginning to emulate this action by putting similar
policies in place.
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CEDOVIP increases media coverage of VAW by holding press confer-
ences, conducting radio and TV talk shows, issuing press releases, and
supporting newspaper publications. At the forefront in articulating fem-
inist analysis of gender relationships and VAW in Uganda, CEDOVIP
uses these media spaces strategically. It clarifies myths and stereotypes
regarding women. It persuasively and provocatively frames appeals to
end VAW to the government, the public, religious institutions, and indi-
viduals. In the talk show environment, some participants’ reject the idea
of equity between men and women as a Western phenomenon, but oth-
ers have increasingly recognized that VAW is an intolerable injustice.
Clearly espousing the latter viewpoint, a caller from Entebbe said:

My brothers, using violence against women is an embarrassment—it is
a sign that you are not worth being called a man and you ought to be
ashamed. The problem is with you, and you must start to take steps to
change this behavior.

Advocacy for Law Reform

CEDOVIP’s media work feeds into advocacy on VAW prevention at the
local and national levels. CEDOVIP builds on grassroots connections
to ensure that community voices inform the law-making processes. For
example, in 2007, CEDOVIP inspired the Kawempe community and the
local authorities to outlaw domestic violence through passage of the
first domestic violence bylaw in Uganda. It used this bylaw to demon-
strate to national policymakers that communities were ready for legisla-
tion against domestic violence. CEDOVIP then coordinated a coalition
of twenty-two civil and women’s rights organizations and built alliances
with media groups and policymaking bodies to advocate for a domes-
tic violence act. In addition, CEDOVIP helped draft the law. In 2009,
parliament passed the bill, and in March 2010 the president assented to
it. For the next four years, CEDOVIP is committed to coordinating the
coalition’s advocacy for the government’s implementation of the Domes-
tic Violence Act.

Coalition-building is challenging, requiring major organizing efforts
and perseverance. In the example of the national Domestic Violence
Act, some coalition members were discouraged by the length of the pro-
cess—four years; others thought that CEDOVIP was asking them to do
“CEDOVIP’s work”; and some thought that they did not have time for
lobbying because they had to run their everyday programs. In addi-
tion, at times during the process, members of the government law-mak-
ing bodies did not prioritize the domestic violence law—claiming that
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since Uganda was a poor country, commercial laws were more urgently
needed or that VAW was a family matter not to be handled by the courts
of law, police, or local leaders.

SASA! Trainings

VAW is a problem rooted in behaviors, beliefs, and practices. Working
to prevent VAW requires both tact and skills to enable community mem-
bers to unlearn the values they consider “normal.” Training can inspire
participants to start looking at VAW as an injustice and to recognize
that men’s use of power over women has severe negative consequences
for everyone.

SASA! trainings are personal events that move beyond information-
giving to help participants—who include practitioners, community
activists, cultural, religious and local leaders, media groups, police,
and health-care providers—explore their own values, assumptions, and
actions. The SASA! trainings are modular, structured, interactive, and
thought-provoking exercises. The sessions enable personal reflections
and allow questions from participants about their concerns or hesita-
tions about VAW. CEDOVIP also provides special training for health-
care providers and local leaders.

Why SASA! Engages Men and Not Only Women

VAW is a community problem: It happens because everyone in the
community allows it to happen. Prevention requires a change in social
norms, which cannot occur without the concurrent engagement of men
and women to rethink and reorient their perceptions about women,
gender, violence, and power. Therefore, men and women must be part
and parcel of mobilizing communities to prevent VAW. CEDOVIP’s
work involves men as well as women throughout all SASA! phases.

Bringing men on board alongside women at the onset of SASA!
reduces male backlash because it enables both men and women to be
on the same footing in their understanding of VAW as an injustice and
in recognizing the need for deliberate action in its prevention. Men
become confident and less defensive when they recognize that the work
is aimed at improving their relationships with their partners and at cre-
ating safe and healthy homes for everyone. It is of critical importance to
have men stand against VAW; this ultimately increases safety for women
and the success in changing social norms.
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SASA! recognizes that men need support to unlearn many aspects of
the masculine identity that perpetuates abusive practices. SASA! pro-
motes dialogue on power, on how men use their power with others (par-
ticularly their partners), on sharing roles at home, on talking about sex,
on collective decision-making, and on the intentions of some of the
norms that maintain rigid gender roles and identities. During a discus-
sion held for men from the communities of Makindye and Rubaga on
what balancing power with their partners could look like or mean in
their relationships, one young man commented:

My position in the house is a given: A man is the head and that is how it
has always been. A good wife is one who will always obey me as her hus-
band. She has to have sex with me whenever I want. .. no need for me to
talk with her about sex because the topic is embarrassing. It is easier to
talk with men about sex.

A contrasting view was expressed by another man, a middle-aged cob-
bler, during a card game in Kabawo zone, Mutundwe parish:

Involving your wife in decision-making is a good thing because you plan
together for your family. My participation in these SASA! activities has
challenged and inspired me to talk about sex with my partner, something
I had never imagined before. Let these community activists give you tips
on how to negotiate for sex and condoms with your partner.

Men tend to resist gender equality ideas when only women promote
them. When other men are involved, the dynamic changes dramati-
cally. Surprisingly, many men fear reaching out to their peers on these
matters, fearing ridicule or desiring to maintain the status quo. Thus,
despite the challenges, it is essential to get men on board to promote
women’s rights. Half of CEDOVIP’s team of CAs are men whose role is
to reach out directly to men. While SASA! creates space for men to cre-
ate new norms to change unequal power dynamics with their partners,
this work is neither quick nor easy. It takes support, time, and alterna-
tives—but it is possible. One man in Nakulabye parish remarked that
SASA! enabled him to talk about sex with his long-time partner:

Brothers, now I talk about sex and balancing power with my partner—I
feel really free and more like a man because I believe and know that we
are both enjoying it [sex]. My wife is beaming once again, and I just can’t
wait to get home to my wife. That is why I am seen rarely at the place we
used to spend our evenings.

In shaping SASA!, CEDOVIP learned that most men do not turn up
for organized activities. They claim to be too busy working or socializ-
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ing with their peers. However, the male CAs know where to find them
and devise ways to engage them, selecting venues that are convenient to
men rather than to the organization. They reach out to men through
the radio, at their work or leisure places, at trading centers, and at sport-
ing events. They employ continuous engagement, using short persuasive
dialogue to build men’s interests and involve them in alternatives to
violence. In this way, the men feel respected, and many become activ-
ists. For CAs, reaching out to men for the first time can be very intimi-
dating because many men dismiss ideas about women’s rights, thinking
that this topic does not concern them. Some demand payment for their
time. Others ask the CA to speak to their wives or to women’s groups.

In this work, CEDOVIP avoids using threatening and blaming lan-
guage, instead using a benefits-based approach that enables men to link
women’s lack of power in relationships with their own experiences of
lack of power in other spheres of life, such as the workplace. In so doing,
the dialogue avoids the common pitfall of men versus women but rather
focuses on VAW as an injustice that hurts both men and women. This
way, men get to connect to what abuse is and to the feelings of power-
lessness, which helps get on board to prevent VAW. One man in Makin-
dye said:

I had no idea that preventing VAW means promoting respect, fairness,
safety, and dignity for women and men. SASA! has made this clear to us,
and I will always support SASA! by bringing more men on board.

CEDOVIP has seen results in this work with men. Increasingly, men
who have been reached by the male CAs seek support from CEDO-
VIP to change. Some men develop simple codes of conduct that suit
their peer groups; these may include treating their wives and children
with respect and avoiding the use of violence. The young men of “Boda
boda” Riders’ Association in Kibuye remarked:

We [members of the “Boda boda” Riders Association] want to make a
difference by proving that men can be very loving and caring—we feel
ashamed that some men have made their homes the most unsafe places
for their wives and children ... we commit to proving to the world that
men can prevent VAW.

Building men’s confidence to promote women’s rights helps to keep
men deeply engaged in creating new norms because, with this confi-
dence, they do not feel threatened that they have to give away their
power. Though some men are resistant to balancing power with their
partners, many men feel that this is a worthwhile and long overdue
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cause and commit to do everything possible to create an environment
for women to live free of violence.

A Final Note on Terminology

In places where people have limited opportunity to analyze power and
the implications of the imbalance between men and women, it is essen-
tial to provide space for this—and to do so on the community’s terms.
Terminology is critical. Some programs use the expression “gender-
based violence,” as is commonly employed in the international devel-
opment community. But this terminology can be confusing, alienating,
and often does not translate well into local languages. “Gender” to most
community members in Uganda means “women and men.” Therefore,
if the term gender-based violence is used, a fundamental misunder-
standing occurs: Community members interpret it as violence that hap-
pens to women or men. When CEDOVIP unpacks VAW/HIV issues and
contextualizes them at the community level, it translates the concept
of gender-based violence into common, everyday language and experi-
ences understandable to community members. This helps people focus
and clarifies the discourse.

Conclusion

In Uganda, as in many places, the belief in men’s use of power over
women as natural is widespread. This attitude leads to resistance to pro-
moting gender equality and preventing VAW, which makes working to
prevent VAW a long-term process. The process requires changing peo-
ple’s beliefs and practices by enabling them to create new values. It in-
volves raising awareness to increase knowledge. But this process does
not stop there. Social change requires moving beyond raising aware-
ness to helping community members build skills and commitment to
prevent VAW in their own relationships and in their communities. It
calls for encouraging them to use their power collectively and indi-
vidually to create norms that support a culture that refuses to tolerate
violence.

To achieve this, it is important to avoid using rhetoric such as “elim-
inate or stop violence now.” If you heard that, would you automati-
cally know what to do? Probably not, yet these types of admonitions are
repeatedly used in communities—with poor results. There is an urgent
need to go further if men and women are to unlearn many things and
find replacements for what they have always known.
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Programs to change social norms need to be both practical and in-
spiring. They can help men explore what a loving husband is and how
to be one; they can help men explore the benefits of partners making
joint decisions and how to do that. They can share tips for anger man-
agement, for talking about sex, and for figuring out how to negotiate sex
with a partner without coercion. They can support changes in gender
roles at home and what that means in practice—helping with domestic
chores and care-giving for their children. This challenges men to try
out new ways of relating to women and it also frees some from the guilt
of trying to play the “macho” stereotype all the time as they create new
identities in which they are respected and appreciated.

Community mobilization to prevent VAW takes time and requires
stamina, and it requires commitment from the lead organization, from
community activists, and from community members, but it can ulti-
mately have effective and sustainable results.

Many thanks to the management of CEDOVIP for their inspirational leader-
ship and to Lori Michau, Hope Turyasingura, Olive Nabisubi, Paul Buzibwa,
Josephine Kamisya, Yvette Alal, Deus Kiwanuka, Brenda Kugonza, and Janet
Nakuti for their support in compiling information for this chapter and their
untiring commitment to promoting the rights of women.



Chapter 14

Philanthropy and Its Impact
on Urban Women's Health

Katherina M. Rosqueta and Carol A. McLaughlin

If I had a million dollars to spend philanthropically, how could I spend
these funds to make the greatest social impact? For impact-focused
donors, this is the central question. Though straightforward to pose, it
is a difficult question to answer in a way that is both informed by the evi-
dence and actionable. Yet if philanthropists and the organizations they
support are to achieve the social impact both seek, answering this mil-
lion-dollar question is critical.

Philanthropy in Urban Women's Health

Each year billions of dollars of philanthropic funding go to address
issues related to health in the United States and other developed coun-
tries and in developing countries worldwide. In the United States,
health represents approximately 7 percent of charitable gifts domesti-
cally, totaling $22.46 billion dollars in 2009 (Giving USA Foundation
2010). U.S.-based foundations also donated more than half of the $4.5
billion given worldwide to address health issues in developing coun-
tries in 2008 (The Foundation Center 2010a). That year, approximately
80 percent of all U.S. foundation giving to global health came from
the Gates Foundation, which awarded an estimated $2 billion in global
health grants (The Foundation Center 2010c). A quick scan of the top
fifty global health gifts made by U.S. foundations reveals that twelve of
those grants, or over $361 million, made explicit reference to women or
urban health issues, with all of those grants given by the Gates Founda-
tion (The Foundation Center 2010d).
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Figure 14.1. Government aid and foundation giving to support health in devel-
oping countries, 2008. OECD DAC, Organisation for Economic Co-operation
and Development, Development Assistance Committee.

Source: The Foundation Center 2010b. Copyright © 2010 The Foundation Center. Used
by permission.

While many philanthropists share the same aspirations for impact,
few can match the Gates Foundation’s capacity to give. However, com-
pared with aid from government and multilateral and bilateral aid
organizations, even Gates funding can seem small (Figure 14.1). The
aspirations of philanthropists and the relative size of their funding
make it even more important that they spend their funds wisely to have
lasting impact on women’s lives.

Philanthropy’s Potential for Impact

Much is at stake. Recent analysis estimates that each year 358,000 women
(or one woman every 1.5 seconds) die in pregnancy and childbirth,
often from causes that are treatable and preventable (WHO, UNICEF,
UNFPA, and the World Bank 2010). In addition, earlier studies estimate
that 10 million women each year suffer from illnesses and lifelong dis-
abilities due to complications in pregnancy and childbirth (The White
Ribbon Alliance n.d.).
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The disparities between rich and poor countries are great. For exam-
ple, a woman’s lifetime risk of dying in pregnancy and childbirth in
Niger is 1 in 7; in the United States, the risk is 1 in 4,800 (UNICEF
2010a, 2010b). Even within cities in wealthy countries such as the United
States, great disparities exist. For example, poor people living in U.S.
urban communities have disproportionately high rates of HIV. A recent
study by the Centers for Disease Control and Prevention (2010: para.
10) found that “within the low income urban areas included in the
study, individuals living below the poverty line were at greater risk for
HIV than those living above it (2.4 percent prevalence vs. 1.2 percent),
though the prevalence for both groups was far higher than the national
average (0.45 percent).”

The stakes are great not only for these women but also for their chil-
dren, their countries, and the global community. Since women are
children’s main caregivers, their health is critical to children’s health,
well-being, and future prospects (Figure 14.2). Children up to 10
years of age whose mothers die are three to ten times more likely to
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Figure 14.2. Child deaths when a parent dies.
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die within two years than children whose mothers are still alive. Chil-
dren whose mothers die are less likely to be immunized, less likely to
complete schooling, and more likely to suffer malnutrition and stunted
growth. Globally, each year an estimated $15.5 billion in potential pro-
ductivity is lost when mothers and newborns die (The White Ribbon
Alliance n.d.).

For poor, urban women, philanthropy plays an essential role in ad-
dressing health needs. Unlike aid from governments or bilateral and
multilateral aid organizations, private philanthropy is less beholden to
the political, cultural, and economic interests that can prevent public
investments in urban women’s health despite mounting evidence of the
tremendous social and economic return such investments have (The
White Ribbon Alliance n.d.). What’s more, the relative lack of public ac-
countability for private philanthropists also means that such donors can
act more nimbly and assume greater risk than is tolerated by public tax-
payers, government agencies, or even the communities in which these
poor, urban women live.

This lack of accountability has a clear downside as well. While it can
isolate donors from criticism, it can also isolate them from the informa-
tion and people that can help them craft successful philanthropic strat-
egies. For those private donors seeking to achieve impact, philanthropy
can become a frustrating endeavor.

Frustrated Philanthropists

In the spring of 2006, a small group of Wharton alumni made an anony-
mous gift that launched the Center for High Impact Philanthropy at the
University of Pennsylvania’s School of Social Policy & Practice. Unlike
some private donors, they were not interested in getting their names on
a building. Nor were they inclined to engage in the kind of social gala
events that characterize many philanthropic activities. Instead, they
were trying to understand how to spend their philanthropic funds so
that those funds made the greatest difference in improving the lives
of others. In other words, they were impact-driven donors. Like other
impact-driven donors around the world, they were frustrated by the lack
of resources available to them to make wise decisions.

This frustration is justified. The most broadly accessible information
on nonprofit organizations continues to be expense ratios (e.g., per-
cent of overhead). While nonprofit organizations frequently tout these
percentages to attract donors, these ratios are crude measures, easily
manipulated, and often out-of-date. Most important, they offer little
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insight into impact. A McKinsey report commissioned by the William
and Flora Hewlett Foundation (2008: 15) described how current-ratings
Web sites “can tell you which groups have the lowest overhead ratios,
but they can’t tell you which have the most impact.” The Rating the Rat-
ers report (National Council of Nonprofits and the National Human
Services Assembly 2005: 2) noted that in the wake of the Pacific tsu-
nami “percent and ratios reported by charity watchdogs were frequently
cited in the media. However, few news reports or the ratings they cited
indicated how effective the nonprofit organizations were at delivering
services.” One high net-worth philanthropist commented, “Somebody
needs to pay for the overhead in order for [the organization] to provide
their services, so why shouldn’t it be us? And if we believe in the organi-
zation, why shouldn’t we pay for the overhead?” (Noonan and Rosqueta
2008: 10). Another indicated, “The whole issue of overhead expenses
as a percentage of your total budget is . . . not regular. It seems like the
wrong way to think about it” (Noonan and Rosqueta 2008: 10).

In other words, even if such ratios were made accurate, standardized,
and up-to-date, they wouldn’t tell a philanthropist how well the money
is spent improving the lives of others. Unfortunately, information that
could provide insight on impact is all too often locked up in silos. The
McKinsey/Hewlett report (The William and Flora Hewlett Founda-
tion 2008: 32) states that “foundations routinely uncover great nonprof-
its and ideas that they pass up for funding because they don'’t fit their
own strategy; they could pass on these leads to other donors.” Not only
do many foundations not pass on these leads, they often fail to share
the very mistakes and lessons learned that could be most instructive to
those seeking impact (Giloth and Gewirtz 2009).

Even when impact-related information is made physically accessible
to donors, the language, metrics, and complexity of social issues can
limit the usefulness of that information. In the Center for High Impact
Philanthropy’s I'm Not Rockefeller report, participating donors bemoaned
the lack of useful information. One donor summed things up this way:
“Maybe it exists and I just don’t know it. I wish I could get research
reports that are readable, that aren’t bureaucratic I-had-to-fill-a-hun-
dred-pages [reports]” (Noonan and Rosqueta 2008: 15).

The lack of common measures also contributes to the difficulty
in developing better resources for donors. Lynn Karoly (2008: 77), a
researcher at the RAND Corporation, noted, “Even programs that have
a common objective (e.g., early childhood intervention) do not neces-
sarily incorporate common measures into the evaluations” and, without
such common measures, as Karoly indicated in her response to Melinda
Tuan (Tuan 2008: 19), “you can’t make the argument that you should
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invest in program X vs. program y because the outcomes are different.
It’s really a problem of apples to oranges.”

Brian Trelstad (2008), CIO of the Acumen Fund, suggested in a re-
port by Melinda Tuan that there are cultural barriers as well: “As Trel-
stad noted, ‘“There is a fear of failure in the social sector’ . .. [and] ifthe
social sector is able to generate high quality data to allow analyses and
comparisons of organizations or programs based on their cost-effective-
ness ‘there will be clear “winners” and “losers” based on these analyses’”
(Tuan 2008: 21).

Given these obstacles, how can impact-driven donors achieve the im-
pact they seek?

Rethinking Evidence for Philanthropists

Multiple disciplines examine the issues affecting the health of urban
women in the developing world as well as in the United States and other
developed countries. Urban planners, demographers, educators, epide-
miologists, public health professionals, economic development special-
ists—each of these fields has its own framework, language, approach,
and professional bias. Each discipline offers a piece of the answer to the
philanthropist’s million-dollar question. Breaking down silos between
and among these disciplines is a first step in understanding where to
spend philanthropic funds to improve urban women’s health.

In addition, connections need to be made between researchers, prac-
titioners, and other informed players. These different players offer dif-
ferent insights into how to achieve impact when addressing the needs of
poor, urban women. The work of researchers and academics can help
donors understand the causes of sickness and death. However, their
work often cannot answer questions such as, “Will this work in the com-
munity I want to help?” or “What should I consider before funding this
program?” Nonprofit/nongovernmental organization staff, clinicians,
and other practitioners in the field often do possess exactly this kind
of practical knowledge necessary for impact but rarely discussed in the
more rigorous research. Program staff and practitioners in the field can
provide insight into what has worked and failed in the past, who the
key opinion leaders are, and how to adapt best practices to a particular
context.

Further, people and agencies whose jobs require them to aggregate
and synthesize information for resource allocation can offer a differ-
ent perspective. While their decision-making considerations may not be
identical to those of a high net-worth donor or a private foundation,
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¢ Practitioner insights

* Performance assessments
 In-depth case studies
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¢ Expert opinion
o Stakeholder input
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Informed
Opinion

Research
* Randomized controlled trials
and quasi-experimental studies
* Modeled analyses
(e.g., cost-effectiveness)

Research

Figure 14.3. Center for High Impact Philanthropy’s sources of information.
Source: Rhodes 2008.

these policymakers, think tanks, and aid organizations have knowledge
that can also yield valuable insight.

Philanthropists—and the organizations they support—require a
broad definition of evidence. This broad definition of evidence lever-
ages the unique knowledge of different players and disciplines while mit-
igating their respective limitations. With a mandate to provide guidance
that is both actionable and informed by the evidence, the Center for
High Impact Philanthropy has adopted a broad definition of evidence
that synthesizes the best available information from three domains: re-
search, informed opinion, and field experience. The Center believes
that the most promising philanthropic opportunities exist where the
recommendations of these three domains overlap (Figure 14.3).

A Checklist for Donors

Armed with a broader definition of evidence, philanthropists—and the
organizations they support—will have a greater capacity for develop-
ing a philanthropic strategy focused on impact. The rest of this chap-
ter provides a checklist of questions for impact-driven donors to ask in
designing effective philanthropic strategies to address women’s health
in cities. These are the key questions that drive the Center for High
Impact Philanthropy’s work.
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What Is the Impact | Seek (and Is It a Meaningful One)?

While decreases in morbidity, decreases in mortality, and increases in
quality of life may be relevant to all global health philanthropists, fram-
ing a donor’s perspective around cities and women’s health highlights
specific philanthropic opportunities for impact.

Many of the factors that affect poor, urban women also affect poor,
urban men. However, understanding the differences in gender roles
can help donors understand what specific changes to target when trying
to improve the health of women. For example, women, not men, do the
majority of household cooking. Many in developing countries use solid
fuels for cooking. Such cooking techniques, coupled with the crowd-
ing and poor ventilation that characterize urban slums, cause chronic
lung problems in mothers and their children. In addition, women face
a higher risk of intimate partner violence than do men. Safer cooking
practices and protection from sexual violence represent meaningful im-
pacts for a philanthropist concerned with addressing the needs of poor,
urban women.

Understanding differences in rural versus urban life can further
help philanthropists identify opportunities to improve the health of
women in cities. While urban areas have a higher concentration of eco-
nomic opportunities than found in rural areas, cities also concentrate
the many risks to women’s health. For women in both the developing
and the developed world, these risks include air and water pollution,
traffic injuries, infectious diseases, and chronic noncommunicable dis-
eases from tobacco use, alcohol consumption, poor diets, and physi-
cal inactivity. In addition, although big hospitals tend to be located
in urban areas, women in urban slums often have less access to basic
health services than their rural counterparts do. For example, in Ban-
gladesh, health indicators are worse for urban poor than rural poor due
to the lack of prenatal care and skilled birth attendants available to the
poor women living in urban slums (The International Centre for Diar-
rhoeal Disease Research, Bangladesh 2002-2010). The same is true of
some urban communities in the United States. Philanthropists who can
remove any one of these hazards can make a meaningful difference in
the life of poor, urban women. Changes across multiple risk factors can
have a transformative effect.

What Has Worked? What Hasn't?

The key to spending philanthropic funds wisely is to build on previous
success and not waste money either reinventing the wheel or making
mistakes that others have made before. For those donors who are entre-
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preneurially minded, understanding what has worked and what hasn’t
also helps focus innovation where innovation is most needed.

Specific case examples can be especially helpful to philanthropists
seeking high-impact strategies. The work of Manoshi, in the Dhaka
slums of Bangladesh, offers important lessons.

Case Example: Manoshi, Dhaka, Bangladesh

Like many other developing countries, Bangladesh has a high mater-
nal death ratio: 570 maternal deaths per 100,000 live births compared to
11 per 100,000 live births in the United States (UNICEF 2010c). Approx-
imately 80 percent of all deliveries in the urban slums of Bangladesh are
conducted at home by unskilled friends or relatives (The International
Centre for Diarrhoeal Disease Research, Bangladesh 2002-2010).

Understanding the importance of antenatal care and the use of
skilled birth attendants on maternal and newborn health, the non-
profit BRAC started an urban maternal and newborn health program
called Manoshi in 2007 in the Dhaka slums. The project delivers proven
maternal health interventions through an integrated package of essen-
tial health services.

Through Manoshi, BRAC has adapted to the urban setting its Essen-
tial Care Program model, which had been highly successful in rural Ban-
gladesh. Key components include the use of community health workers
and skilled birth attendants who make care accessible to women close to
where they live. Community health workers identify and follow all preg-
nant women no matter where they go for medical care. They encourage
women to give birth at a BRAC birthing hut where skilled birth atten-
dants and clean conditions are available. Community health services
are also linked with referral services to preselected quality health facili-
ties for women who need a higher level of care during childbirth (e.g.,
cesarean section for obstructed labor) (The International Centre for
Diarrhoeal Disease Research, Bangladesh 2009).

In addition, a key part of Manoshi’s implementation strategy is com-
munity empowerment through the support of women’s groups—a key
success factor learned from BRAC’s decades of health and development
work in rural Bangladesh.

Most important, there is already evidence of impact: In the three years
since the project’s launch, Manoshi has seen a marked shift in where
urban slum-dwelling women are delivering their babies. At project base-
line, 86 percent of women delivered in their homes. In 2009, that num-
ber dropped to 25 percent. Of those who were not delivering in their
homes, 33 percent were giving birth in BRAC delivery centers and 42
percent were delivering in hospitals (BRAC Blog 2010). Evidence from
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many countries shows that skilled birth attendants represent one of the
most important interventions for decreasing maternal death and ensur-
ing the health of newborns (WHO 2010c).

When There Has Been Success, How Much Did It Cost?

Linking considerations of cost and impact is at the heart of high-impact
philanthropy. Too often philanthropic conversations focus only on
costs (e.g., “Look at our low overhead ratios!”) or only on impact (e.g.,
“Look what good we’ve done!”). For a philanthropist seeking to make
the greatest difference in improving the lives of others, understanding
the relationship between cost and impact serves many purposes. It can
help set realistic expectations, particularly in a fundraising world where
philanthropic opportunities can be pitched on the promise of outsized
results for the money requested. It can provide meaningful benchmarks
for performance management. It can help identify well-earned efficien-
cies as well as opportunities to do more good with the same resources
(Rosqueta 2010).

Again, a case example illustrates how philanthropists can link consid-
erations of cost and impact.

Case Example: Nurse-Family Partnerships, United States

Low-income mothers pregnant with their first child represent a vul-
nerable population, even in wealthy countries such as the United States.
The nonprofit Nurse-Family Partnership (NFP) targets such women.
NFP identifies an expectant mother early in her pregnancy and part-
ners her with a registered nurse who provides in-home support and
guidance to that woman until the woman’s child reaches his or her sec-
ond birthday. Early in the mother’s pregnancy, the registered nurse will
teach the woman and her family about healthy practices such as having
regular and early prenatal checkups, good nutrition, and the impor-
tance of not smoking or drinking during pregnancy. After the baby is
born, support can take the form of coaching the mother on infant and
toddler care, family planning, and helping the mother develop skills to
reach educational and employment goals.

Participating registered nurses receive over sixty hours of training.
The program maintains high standards of care through regular and
ongoing supervision of participating nurses and case conferences where
nurses meet in teams to share experiences and learn from one another.

As with Manoshi, earlier implementations of the model were con-
ducted in rural settings. However, a pivotal study focused specifically
on the effectiveness of the model among inner-city black families in
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Memphis, where rates of infant mortality and morbidity were among
the highest in the nation. This study, along with other randomized con-
trolled trials, has demonstrated the program’s impressive impact on
both the participating women and their children (Goodman 2006).
The women visited by the nurses had

» 23 percent fewer hypertensive disorders in pregnancy than did
women in the control group

* 25 percent reduction in cigarette smoking during pregnancy

» 83 percent increase in workforce participation by low-income
unmarried mothers by the time the child was 4 years old

Their children had

* 56 percent fewer doctor and hospital visits due to childhood inju-
ries through age 2

* 48 percent less incidence of child abuse and neglect

* 69 percent fewer convictions by age 15

NFP’s impact is especially impressive given its relative cost. A 2005
RAND study found that for every one U.S. dollar invested, the pro-
gram returned $5.70, providing a net benefit to society of over $34,148
per high-risk family served (Karoly, Kilburn, and Cannon 2005) (Fig-
ure 14.4).

Benefit Cost
[l 'ncreased participant income ]
[ Reduction in tangible crime losses

[] Savings to government

Higher-risk
families

Lower-risk
families

$0 $10,000 $20,000 $30,000 $40,000 $50,000
Net Present Value in Dollars per Child, 2003

Figure 14.4. Nurse-Family Partnership’s monetary benefits to society.

Source: Data from Karoly et al. 2005. Graphic courtesy of Nurse-Family Partnership.
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NFP’s consideration of both cost and impact significantly affected its
design, leading it to test modifications to its models to look for improved
efficiencies. In the mid-1990s similar home-visiting programs had been
developed using paraprofessionals instead of registered nurses. Some
suggested that using such paraprofessionals might be an effective way
to reduce the program’s cost. NFP undertook a controlled study exam-
ining this question. Their findings, published in Pediatrics in 2002,
revealed that there were virtually no differences between paraprofes-
sional-visited mothers and the control group. Paraprofessionals were
indeed cheaper, but they also showed no evidence of meaningful, posi-
tive impact (Goodman 2006).

What Organizations Are Best Positioned
to Deliver the Impact | Seek?

Ultimately, philanthropists achieve impact through the work of organi-
zations on the ground. To achieve that impact, philanthropists need to
know how to assess a potential partner or project. BRAC’s Manoshi and
Nurse-Family Partnerships provide two good examples of what to look
for in organizations on the ground. Both had the following capacities:

* Preventive care and treatment that reached women where they
lived. In Manoshi’s case, community health workers and skilled
birth attendants worked with women in the slums of Dhaka. In
the NFP model, registered nurses were deployed to provide sup-
port in women’s homes in the United States.

* Links to a referral system. In Manoshi’s case, referrals were made
to BRAC birthing huts and preselected quality health facilities. In
the case of NFP, the existence of a clear and simple referral net-
work in Memphis was one of the reasons the nonprofit decided to
conduct a major study and implementation there. For the inner-
city, low-income women who participated in Memphis, a single
clinic existed for prenatal care. From that clinic, women could be
referred to neighborhood health centers and a local hospital for
delivery.
Partnerships and networks that address the root causes of ill
health. In Manoshi’s case, support groups fostered community
empowerment and links to social services, health education, and
economic opportunity. In the case of NFP, nurses made necessary
referrals to human service agencies, educational opportunities,
medical care for mother and baby, and job training.

* A large learning component not only to improve the program’s
performance, but also to develop generalizable knowledge for
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others working to achieve similar change. In collaboration with
the Research and Evaluation Division (RED) of BRAC, the Inter-
national Centre for Diarrhoeal Disease Research, Bangladesh
(ICDDR,B), and the Bill & Melinda Gates Foundation, Manoshi
developed a research framework with five components: forma-
tive research, impact survey, system performance research, cost-
effectiveness research, and scaling-up research. Throughout the
thirty-year development of its model, NFP’s founder, David Olds,
insisted that the model be “evidence based” (Goodman 2006: 6).
More than once, he refused public financing to scale up because
he felt it was premature given what was then known about the
model’s effectiveness.

How Can My Funding Help?

Private philanthropy played an essential role in enabling the remark-
able impact that Manoshi and Nurse-Family Partnerships achieved in
addressing health outcomes for poor, urban women. These projects
serve as examples of how such funding—along with bilateral, multilat-
eral, and public financing—can make a difference in the lives of women
in cities.

Interestingly, in both cases, private philanthropic funding from U.S.-
based foundations was especially instrumental in testing and refining
the model. In other words, philanthropic funding provided crucial re-
search and development financing to the nonprofits working to im-
prove the health of these poor, urban women. In Manoshi’s case, that
funding was in the form of over $25 million dollars over five years pro-
vided by the Gates Foundation “to demonstrate an effective and trans-
ferable program model for improving maternal, newborn and child
health, especially around delivery, in poor urban communities of de-
veloping countries” (Bill & Melinda Gates Foundation 2007: under
“Purpose”).

In the case of Nurse-Family Partnerships, that funding was in the
form of grants at key stages in the model’s development. In 1979 the
Robert Wood Johnson Foundation supported the continuation of a
study initially funded by the U.S. Public Health Service that provided
the first test of David Olds’s original model. Olds recounted, “That ini-
tial Johnson grant was a god-send that solidified everything we have
done since” (Goodman 2006: 9). Carnegie Corporation, Pew Charitable
Trusts, and W. T. Grant Foundation, along with Robert Wood Johnson,
funded the pilot study with inner-city black communities in Memphis.
Other foundations, including Edna McConnell Clark, Gates, Google
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Grants, Kellogg, Picower, and Kresge, would help replicate the model
nationwide.

Conclusion

In both the developing and the developed world, philanthropic fund-
ing is relatively small compared to public financing and bilateral and
multilateral aid. Yet it has played a critical role in addressing the health
of women in cities. Manoshi in Bangladesh and Nurse-Family Partner-
ships in the United States are two examples of how philanthropists
have funded solutions that are making a measurable and meaningful
improvement in the health of poor, urban women and their children.
In particular, both illustrate the powerful role that philanthropic fund-
ing can play in testing and refining solutions to some of the most impor-
tant, and difficult, public health issues facing women in cities.

Given the many factors that influence the health of women in cities,
philanthropists seeking impact must employ a broad definition of evi-
dence to inform their strategies. By focusing on impact, understand-
ing what has worked and what hasn’t, linking considerations of cost and
impact, and identifying what capacities are required of good nonprofit/
nongovernmental organization partners, today’s philanthropists will be
well positioned to make the improvements in women’s health that they
seek. Given the role of women in families and society, such improve-
ments will have tremendous impact not just for these women and their
children, but for the entire global community.
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Afterword

Susan M. Wachter

Global urbanization is a revolutionary force, easily one of the most
important transformations in human history. It is, at once, responsi-
ble for both an unprecedented increase in the standard of living for
many and also systemic inequality. The dual nature of this transforma-
tion and the resulting need to assure that the life chances of the most
vulnerable, including women and children, improve, present a global
challenge.

The development and market forces driving global urbanization can
be placed in a larger frame. Picture the world before capitalism. Work-
ers produce almost everything necessary for survival—and, if possible,
a bit of recreation—but do not specialize in one task or career. It is a
world of subsistence. Only a few are privileged to own their own land. In
many countries, the majority of the population serve as feudal serfs to
the landlords, in exchange for which they receive protection from out-
side dangers and a minimal share of the land’s yield.

It is also a world that does not move forward. According to the re-
nowned classical economist Thomas Robert Malthus, increases in the
standard of living are unsustainable: If a community’s income per cap-
ita increases, families use that extra money to feed more mouths. The
population grows until income per capita falls back to its original level
(Malthus 1789).

Now imagine the upheaval this world experiences with the potential
of economic growth. Within firms, each worker specializes in part of the
production process, and together they create more valuable products
than they did by themselves. Technological progress allows income to
grow faster than the population.

This transition occurs in cities. Families migrate from rural to urban
regions because they want the chance of work and a standard of living
beyond subsistence. But in fact, while economic development occurs,
the rural-to-urban migration overwhelms the city’s ability to provide
even basic services for its new residents. Indeed, urban unemployment
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is high, and a large underclass fills the new slums. Women and children
are particularly at risk.

Collective action is needed to address the underside that accompa-
nies urban economic growth. Having many people in one place in-
creases vulnerability to the spread of disease and to natural disasters.
Massive urban migration requires public services for the corresponding
increase in the numbers of urban poor. Inadequate housing, malnour-
ishment, lack of potable water or sanitation, and lack of other basic ser-
vices are for too many the unfortunate reality of global urbanization. In
the next decades, more than a billion more people will migrate to cities.

Viewed through this lens, alleviating global poverty, improving public
health, and achieving gender equality are daunting challenges, in both
size and complexity. These challenges are not, as some observers con-
tend, mere by-products of corrupt officials or lawless states, nor are they
caused by inferior industrialization or cultural deficiencies. The prob-
lems discussed in this book are systemic and market driven.

Recent efforts to solve these problems have come up woefully short.
In September 2010, the United Nations held a summit to review prog-
ress on the Millennium Development Goals, which include eradicating
extreme poverty and hunger, promoting gender equality and empower-
ing women, and improving maternal health. Jeffrey Sachs, the econo-
mist leading these efforts, specified women and health as “major gaps”
in this progress (Commonwealth News and Information Service 2010).

These underwhelming results should not come as a surprise. As Wil-
liam Easterly has documented exhaustively, the capitalist world has
been trying to “aid” the “backward” world since colonial days, with little
to show for it (Easterly 2001, 2006). But even Easterly does not deny that
targeted programs have strong track records.

The chapters in this book have documented proven methods to close
those gaps:

Chapter 1. Julio Frenk and Octavio Gomez-Dantés use Mexico’s re-
cent health reforms as an illustration of how developing nations
can improve their citizens’ well-being simply by changing the or-
ganizational priorities and increasing insurance coverage.

Chapter 2. Ruth Levine illustrates that we have the tools to prepare
for the demographic, epidemiologic, environmental, and eco-
nomic trends in the developing world and to take appropriate
near-term policy action to invest in women.

Chapter 3. Varina Tjon-A-Ten, Brad Kerner, Shweta Shukla, and
Anne Hochwalt explain how critical compulsory education is to
female health and development and how third parties can en-
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courage female education in the developing world by offering
free health products, especially related to reproductive issues.

Chapter 4. Claudia Garcia-Moreno and Manupreet Chawla show
how cultures and institutions allow violence against women and
how improved access to hospital care; safer, more affordable, and
reliable public transportation; and increased information and
awareness can reduce this danger.

Chapter 5. Eugenie L. Birch describes urban designs, neighborhood
features, and transportation networks that would improve the
health of the environment and the women living in it.

Chapter 6. Sheela Patel identifies community programs and public
policies that have helped and could help street dwellers in India
and how political power is necessary for the underclass to pene-
trate the caste system.

Chapter 7. Rosaly Correa-de-Araujo documents the barriers that
prevent women from sharing fully in the economic growth of de-
veloping nations and the resources needed to overcome those
barriers.

Chapter 8. DeAnne K. Hilfinger Messias sheds light on rural-to-
urban migration and immigrant policies—both good and bad—
that affect this process.

Chapter 9. Vivian W. Pinn and Nida H. Corry highlight research
programs that have found innovative ways to improve women’s
health and identify where research funds need to be focused
going forward.

Chapter 10. Diane Cornman-Levy, Grace Dyrness, Jane Golden,
David Gouverneur, and Jeane Ann Grisso profile grassroots
efforts in Philadelphia, Manila, Medellin, and Mantua that have
turned regions of disparate individuals into safer, healthier,
more attractive, more sustainable communities.

Chapter 11. Grace R. Dyrness illustrates religious programs that
reduce violence, increase social bonds, improve mental health,
and enhance education for women in low-income communities
across the globe.

Chapter 12. Francisca Mwangangi points to the importance of med-
ical care delivery in urban environments and models for improve-
ment despite lackluster government performance.

Chapter 13. Tina C. Musuya details a program in Kampala, Uganda,
that is successfully reducing violence and HIV/AIDS through
awareness, education, and open dialogue.

Chapter 14. Katherina Rosqueta and Carol A. McLaughlin drive to
the heart of William Easterly’s concern and hopefully the United
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Nation’s new attitude: investing in programs that have the most
impact per dollar donated.

These specific investigations go deeper into the factors that affect
women’s health and urban development than any other book you will
find. They are a ray of optimism in a dark world of research that all
too often has implied that we are helpless before the complexity of eco-
nomic growth and the powers that control it.

Since Douglass North began his Nobel Prize-winning research in the
1970s, economists and historians have become increasingly convinced
that legal and political institutions determine a country’s growth path
(North 1990). Empirical work from Daron Acemoglu, Simon John-
son, and James Robinson seemed to confirm that finding over the past
decade (Acemoglu, Johnson, and Robinson 2001, 2002). Only in the past
few years have we begun to understand that markets rely on far more
than property rights and democracy to function properly. Edward Glae-
ser, Rafael La Porta, Florencio Lopez-de-Silanes, and Andrei Shleifer,
for instance, have plumbed the New Institutionalists’s regressions and
found that human capital has more explanatory power than laws or gov-
ernance, though they too are important (Glaeser et al. 2004). Now the
experts in this book have contributed a wealth of examples to support
this proposition: Despite geopolitical constraints, we can improve the
education, health, and economic opportunities of the global poor and
we can do so in such a way that women can participate fully, safely, and
without exploitation.

Despite the slow manifestation of international efforts, some women
have shown remarkable resiliency in their willingness to rise above
the toxic and malnourished circumstances in which they find them-
selves. The organization and partnership of the Society for the Promo-
tion of Area Resource Centres, the National Slum Dwellers Federation,
and Mahila Milan described in Sheela Patel’s chapter clearly illustrate
this urban resolve. In this alliance, women of slum communities and
neighborhood collectives have created a mobilized identity and voice, a
support system, as well as a vehicle to swiftly spread and integrate new
solutions across all stakeholders. These women are not waiting; they
continue to effectively leverage the limited resources around them to
improve their lives and engineer change. With effective public collective
action, in education and public health, there is hope that the standard
of living will be raised for all.



Notes

Chapter 3

1. Recently, however, others have suggested that in some communities provi-
sion of adequate menstrual protection may not affect school attendance (Oster
and Thornton 2011; Lloyd forthcoming).

2. Prior to conducting the research, the author expected to find gaps in girls’
knowledge about what was happening in their maturing bodies, along with a
potential gap in knowledge about how to manage their menstruation in poten-
tially “girl-unfriendly” school settings. The research was designed to collect
girls’ own perceptions of the challenges they face and to help develop appro-
priate solutions. This summary focuses on the data that were used to develop a
girls’ puberty book project in Tanzania (Sommer 2009b).

Chapter 5

1. Asian urban population is bi-modal: 46 percent (868 million) live in the
smallest cities (under 500,000) and another 22 percent (418 million) live in cit-
ies with 1 to 5 million people.

2. Substandard sanitation includes openly defecating (7 percent of the total),
using an unimproved facility (20 percent), or using a shared facility (8 percent).

3. Substandard drinking water is that from an unprotected dug well or
spring, from a cart with a small tank/drum, from surface water (river, stream,
pond, lake), or bottled water.

4. The informal sector is defined as the unregulated nonformal portion
of the market economy that produces goods and services for sale or for other
forms of remuneration. It includes those who work in homes, as independent
contractors, as street vendors, and as seasonal workers.

5. These figures include agricultural and nonagricultural work.

Chapter 7

1. The Convention on the Elimination of All Forms of Discrimination Against
Women (CEDAW), adopted in 1979 by the United Nations General Assembly,
is often described as an international bill of rights for women (CEDAW 1979:
article 12). It identifies what constitutes discrimination against women and sets
up an agenda for national action to end such discrimination. The convention
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defines discrimination against women as “any distinction, exclusion or restric-
tion made on the basis of sex which has the effect or purpose of impairing
or nullifying the recognition, enjoyment or exercise by women, irrespective of
their marital status, on a basis of equality of men and women, of human rights
and fundamental freedoms in the political, economic, social, cultural, civil
or any other field.” The convention provides a firm basis for bringing about
equality between women and men through ensuring women’s equal access to,
and equal opportunities in, political and public life—including the right to
vote and to stand for election—as well as education, health, and employment.
Under this convention, States agreed to take all the necessary steps, including
legislation or temporary measures, for women to benefit from all their human
rights and fundamental freedoms.

2. The International Conference on Population and Development, coordi-
nated by the United Nations and held in Cairo, Egypt, in 1994, with delegates
from various governments, United Nations agencies, and nongovernmen-
tal organizations, achieved consensus around universal education, reduction
of infant and child mortality, reduction of maternal mortality, and access to
reproductive and sexual health services including family planning (The Inter-
national Conference on Population and Development 1994).

3. The 1995 Fourth World Conference on Women adopted the Beijing Plat-
form for Action, which consolidated the recommendations of seven previous
conferences and reaffirmed the commitment to the empowerment and ad-
vancement of women including the right to freedom of thought, conscience,
religion, and belief, thus contributing to the moral, ethical, spiritual, and in-
tellectual needs of women and men, individually or in community with others,
and thereby guaranteeing them the possibility of realizing their full potential
in society and shaping their lives in accordance with their own aspirations (Bei-
jing Platform for Action 1995: paragraph 12).

4. In 2000, the United Nations established eight Millennium Development
Goals to address the world’s main development challenges. Each goal has ele-
ments that can be enhanced through gender and urbanization (The Millen-
nium Development Goals 2000). For example, the first goal on halving extreme
poverty and hunger by 2015 requires considerable attention to impoverished
women in slums to help them overcome the extra barriers they face in securing
rewarding employment. In its third goal, gender equality and women’s empow-
erment are clearly emphasized. The seventh goal refers to ensuring environ-
mental sustainability, which directly relates to gender equality and sustainable
urbanization. In addition, this goal targets the improvement of the lives of at
least 100 million slum dwellers by 2020. For this purpose, data collection is
needed to support the analysis of sex/gender-disaggregated data to identify the
interrelationship between slum life, urban poverty, gender, and disability status.

Chapter 9

1. The Global Health Working Group co-chairs were Kirsten Bibbins-
Domingo, M.D., Ph.D., M.A.S. (UCSF); Warner Greene, M.D., Ph.D. (Glad-
stone/UCSF); F. Gray Handley, M.S.P.H. (NIAID); Amy Levi, Ph.D., C.N.M.
(UCSF); Paula Tavrow, Ph.D. (UCLA); and Linda Wright, M.D. (NICHD).

2. The Understudied and Underrepresented Populations Working Group
co-chairs were Vickie M. Mays, Ph.D., M.S.P.H. (overall co-chair, UCLA); Gloria
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Sarto, M.D., Ph.D. (overall co-chair, University of Wisconsin—-Madison); Pamela
K. Brown, M.P.A. (West Virginia University); Rebecca L. Clark, Ph.D. (NICHD);
Naomi Lynn Gerber, M.D. (George Mason University); Celia J. Maxwell, MD
(Howard University Hospital); Anne E. Sumner, MD (NIDDK); and Derrick
Tabor, Ph.D. (NCMHD).

3. The Women’s Health and the Environment Working Group co-chairs
were Tracey J. Woodruff, Ph.D., M.P.H. (UCSF); Lawrence H. Kushi, Sc.D. (Kai-
ser Permanente); Eveline Shen, M.P.H. (Reproductive Justice); Kris Thayer,
Ph.D. (NIEHS); Estella Parrott, M.D., M.P.H. (NICHD); and Deborah Winn,
Ph.D. (NCI).

Chapter 11

1. LaVirgen de Guadalupe is the Patron Saint of the Americas. Latinos from
around the world make pilgrimages to Our Lady of Guadalupe in Mexico City,
where, according to Catholic teaching, the Virgin first appeared to an indig-
enous man. La Virgen de Guadalupe has become highly significant in Latino
Catholic identity.

2. The meaning of vision in this discussion is, as defined by the American Her-
itage Dictionary of the English Language (Boston: Houghton Mifflin, 1978), “the
mystical experience of seeing as if with the eyes the supernatural or a super-
natural being.” In the Hebrew Scriptures a vision is explained as a revelation of
knowledge, an experience that points to a special awareness of God (Marshall
et al. 1996: 1227).

3. For more on this differentiation see Tongues of Fire: The Explosion of Prot-
estantism in Latin America (Martin 1990), in which David Martin explores the
difference between an individual or internal motivation of faith and an institu-
tional motivation of faith.
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of social context of planning and sustainable development. She has conducted
research in Los Angeles, Oakland, San Francisco, Santa Barbara, Philippines,
Kenya, and Tanzania, with a focus on homeless women and vulnerable chil-
dren and the role of faith-based organizations. She has a master’s degree in
urban anthropology from the Ateneo de Manila University, Philippines, and a
doctorate in planning and development studies from the University of South-
ern California.

Julio Frenk is dean of the faculty at the Harvard School of Public Health
(HSPH) and is T & G Angelopoulos Professor of Public Health and Interna-
tional Development, a joint appointment between the Harvard Kennedy School
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of Government and HSPH. Dr. Frenk served as the minister of health of Mex-
ico from 2000 to 2006, where he introduced universal health insurance. He
has also held leadership positions at the National Institute of Public Health of
Mexico, the Mexican Health Foundation, the World Health Organization, the
Bill & Melinda Gates Foundation, and the Carso Health Institute. In Septem-
ber 2008, Dr. Frenk received the Clinton Global Citizen Award for changing
“the way practitioners and policy makers across the world think about health.”

Claudia Garcia-Moreno is Coordinator for Gender, Reproductive Rights, Sex-
ual Health and Adolescence in the World Health Organization. A physician
from Mexico with a master of science degree in community medicine from
the London School of Hygiene and Tropical Medicine, she has over twenty-
five years of experience in public health, spanning Africa, Latin America, and
parts of Asia. For the past fifteen years her work has focused on women’s health
and gender in health, including being responsible for gender and women’s
health work in the World Health Organization. She has led WHO’s work on
gender and HIV/AIDS and on violence against women, and coordinated the
WHO Multi-Country Study on Women’s Health and Domestic Violence Against
Women. She has led or been a member of several initiatives on violence, includ-
ing the Sexual Violence Research Initiative and the Violence Against Women
Panel of the International Federation of Gynecologists-Obstetricians (FIGO).
She is on the editorial board of Reproductive Health Matters and reviews and pub-
lishes papers on women’s health and violence against women for several inter-
national journals.

Jane Golden is the executive director of the City of Philadelphia Mural Arts
Program. Since the Mural Arts Program began in 1984 as a component of the
Philadelphia Anti-Graffiti Network, she has been its driving force, overseeing
its growth from a small city agency into the nation’s largest mural program,
a catalyst for positive social change and a model for community development
across the country and around the globe. Under Golden’s direction, in part-
nership with communities, grassroots organizations, city agencies, schools,
and philanthropies, the Mural Arts Program has created over 3,000 landmark
works of public art, earning Philadelphia international recognition as the “City
of Murals.” Golden holds a Master of Fine Arts degree from the Mason Gross
School of the Arts at Rutgers University and degrees in fine arts and politi-
cal science from Stanford University. In addition, Golden has received hon-
orary doctoral degrees from Swarthmore College, Philadelphia’s University of
the Arts, Widener University, Haverford College, and Villanova University. Most
recently she received a scholarship through the Social Enterprise Initiative to
attend the Harvard Business School Strategic Perspectives in Non-Profit Man-
agement Program.

Octavio Gomez-Dantés is researcher at the Center for Health Systems Research
of the National Institute of Public Health of Mexico. Between 2001 and 2006
he was director general for performance evaluation at the Ministry of Health
of Mexico, and between 2007 and 2008 he worked as director of analysis and
evaluation at the CARSO Health Institute (Mexico City). His areas of academic
expertise are health policy and international health, and he has published
forty-three scientific articles, ten books, and fifteen book chapters. Dr. Gomez-
Dantés holds a medical degree from the Autonomous Metropolitan Univer-
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sity (Mexico) and two master’s degrees, one in public health and the other in
health policy and planning, both from the Harvard School of Public Health.

David Gouverneur is a lecturer in landscape architecture and city planning.
He received his Master of Architecture degree in urban design from Harvard
University and his bachelor’s degree in architecture from the Universidad
Simo6n Bolivar in Caracas, Venezuela. He was chair of the School of Architec-
ture at Universidad Sim6n Bolivar, director of urban development of Venezu-
ela, and co-founder and professor of the Urban Design program and director
of the Mayor’s Institute in Urban Design at Universidad Metropolitana in Cara-
cas, Venezuela. His professional practice focuses on urban plans and projects
for historic districts, rehabilitation of areas affected by extraordinary natural
events, new centralities and mixed-use districts, improvement of informal set-
tlements, and tourism/recreational areas. Since 2002 he has lectured at the
Department of Landscape Architecture at the University of Pennsylvania. Stu-
dents working under his supervision have won different awards since he has
been at Penn. Dr. Gouverneur received the G. Holmes Perkins Academic Award
in 2008.

Jeane Ann Grisso is a professor of public health, nursing, and medicine at the
University of Pennsylvania. She has served as principal investigator of many
investigations focused on urban women’s health issues, including studies of
reproductive health, intimate partner violence, menopause, and injuries. Dr.
Grisso recently returned to Penn after seven years at the Robert Wood Johnson
Foundation, where she and her colleagues developed a portfolio of national
programs and initiatives addressing intimate partner violence and policy pro-
grams addressing a range of women’s health issues. She is currently working
with Philadelphia’s public health clinics on an intervention for patients who
experience intimate partner violence and a separate intervention for employ-
ees. She is also co-principal investigator (with Stephanie Abbuhl) of a recently
funded National Institutes of Health intervention program to improve the sta-
tus of junior women faculty in academic medicine. Dr. Grisso was the founder
of the program FOCUS on the Health & Leadership of Women. She is a senior
scholar and core faculty member of the Center for Public Health Initiatives at
Penn, where she teaches epidemiological methods, community-based partic-
ipatory research, and biostatistics. Dr. Grisso has a joint appointment in the
Schools of Nursing and Medicine.

Amy Gutmann became the eighth president of the University of Pennsylva-
nia on July 1, 2004. As Penn’s president, she has been a forceful advocate for
increasing access to higher education, integrating knowledge across multiple
disciplines to address complex problems, and championing civic engagement
with communities both domestically and globally. An eminent political scien-
tist and philosopher, Dr. Gutmann is the Christopher H. Browne Distinguished
Professor of Political Science in the School of Arts and Sciences at Penn with
secondary faculty appointments in philosophy, the Annenberg School for Com-
munication, and the Graduate School of Education. She has authored and
edited 15 books as well as more than 100 articles, essays, and book chapters,
and she continues to teach and write on ethics and public policy, democracy,
and education. In November 2009, she was named by President Barack Obama
as chair of the Presidential Commission for the Study of Bioethical Issues. Prior



Contributors 309

to her appointment at Penn, Dr. Gutmann served as Provost at Princeton Uni-
versity, where she was also the Laurance S. Rockefeller University Professor of
Politics. She was the founding Director of the University Center for Human Val-
ues, an eminent multidisciplinary center that supports teaching, scholarship,
and public discussion of ethics and human values.

Anne Hochwalt is a professional relations and marketing fellow on Procter &
Gamble’s Global Feminine Care External Relations Team. She has a Ph.D. in
environmental medicine from New York University and is board certified in
toxicology. She manages scientific communications, professional relations, and
issues management for Procter & Gamble’s Fem Care brands—Tampax tam-
pons and Always pads and liners. Dr. Hochwalt has been involved with Procter
& Gamble’s Protecting Futures program since 2007, developing the fundamen-
tal basis of understanding and technical support for the program. Protecting
Futures, one of Procter & Gamble’s Live, Learn, and Thrive initiatives, is a pro-
gram that works with partner organizations to provide puberty education, san-
itary protection, and sanitary facilities to help vulnerable girls stay in school.
Protecting Futures also works to raise awareness and build advocacy for vulner-
able girls by working with thought-leading organizations to research related
issues and interventions.

Brad Kerner works for Save the Children, a nonprofit organization working
to inspire breakthroughs in the way the world treats children and to achieve
immediate and lasting change in their lives. He holds a master’s degree in pub-
lic health from the Mailman School of Public Health at Columbia University.
Kerner has more than a decade of experience dealing with adolescent sexual
and reproductive health issues that have led him to work in Armenia, Ban-
gladesh, Egypt, Ethiopia, Gabon, Guinea, Haiti, Malawi, Mali, Mozambique,
Nepal, Republic of Georgia, Rwanda, South Africa, Uganda, the United States,
and Vietnam. Since 2005, he has been Save the Children’s adolescent reproduc-
tive health specialist, a role in which he supports a number of strategies that
improve an adolescent’s ability to attain his or her reproductive rights—includ-
ing youth-friendly health services, community-based distribution of family
planning, school-based puberty and sexuality education, peer education, and
HIV prevention. Kerner currently manages programs in South Africa, Ethio-
pia, and Nepal that explore community attitudes about menstruation and how
programmatic interventions can help girls stay in school as they begin puberty.

Ruth Levine is deputy assistant administrator in the Bureau of Policy, Plan-
ning and Learning at the United States Agency for International Development
(USAID). Before joining USAID in March 2010, she was vice president for pro-
grams and operations and senior fellow at the Center for Global Development,
a Washington, D.C., think tank focusing on development policy. She joined the
Center for Global Development (CGD) soon after it was created in the fall of
2001 and helped to shape the center’s unique approach to making the world a
better place: conducting independent research to devise practical new policy
solutions to reduce global poverty and inequality, and then pushing those ideas
into action. An internationally recognized health economist with over fifteen
years’ experience designing and assessing the effects of social sector programs
in Latin America, Eastern Africa, the Middle East, and South Asia, she joined
CGD as a senior fellow and later became CGD’s vice president for programs and
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operations. Before joining CGD, Levine designed, supervised, and evaluated
loans at the World Bank and the Inter-American Development Bank. Between
1997 and 1999, she served as the advisor on the social sectors in the Office of
the Executive Vice President of the Inter-American Development Bank.

Carol A. McLaughlin is the research director for global public health at the
Center for High Impact Philanthropy at the University of Pennsylvania. She is
a primary care physician and infectious disease/public health specialist with
experience in research, community engagement, and program implementation
in the United States and the developing world. Dr. McLaughlin received M.D.
and M.P.H. degrees from the Johns Hopkins University School of Medicine and
School of Public Health, respectively. She completed combined internal med-
icine and pediatric training through the Harvard Combined Residency Pro-
gram and infectious diseases training at the University of Pennsylvania. She
graduated magna cum laude from Princeton University’s Woodrow Wilson
School of Public and International Affairs with a bachelor’s degree in public
and international policy.

Afaf Ibrahim Meleis is the Margaret Bond Simon Dean of Nursing at the Uni-
versity of Pennsylvania School of Nursing, professor of nursing and sociology,
and director of the school’s WHO Collaborating Center for Nursing and Mid-
wifery Leadership. Prior to coming to Penn, she was a professor on the faculty
of nursing at the University of California, Los Angeles and the University of
California, San Francisco. She is a member of the Institute of Medicine and a
board member of CARE. Dr. Meleis is a fellow of the Royal College of Nursing
in the United Kingdom, the American Academy of Nursing, and the College
of Physicians of Philadelphia. She is the global ambassador for the Girl Child
Initiative of the International Council of Nurses, and she is also president and
counsel general Emeriti of the International Council on Women’s Health Issues
(ICOWHI). Dr. Meleis has held several summits focused on advancing wom-
en’s health including the Penn Summit on Global Issues in Women’s Health,
“Safe Womanhood in an Unsafe World” (2005), and the Urban Women’s Think
Tank Conference (2007), and she co-hosted the Penn-ICOWHI 18th Congress
on Cities and Women’s Health: Global Perspectives, at the University of Penn-
sylvania. She has written seven books and over forty chapters about the theo-
retical development of the nursing discipline, women’s health, and diversity,
and over 175 articles in multidisciplinary journals. Dr. Meleis graduated magna
cum laude from the University of Alexandria, earned an M.S. in nursing, an
M.A. in sociology, and a Ph.D. in medical and social psychology from the Uni-
versity of California, Los Angeles.

DeAnne K. Hilfinger Messias is professor in the College of Nursing and Wom-
en’s and Gender Studies Program at the University of South Carolina. A Bra-
zilian American community health nursing researcher, her expertise includes
immigrant women’s health, language access issues, health-care interpretation,
and community-based participatory research. Her work in Brazil ranged from
directing a community health initiative in the Amazon Basin to coordination
of nursing education at an urban women’s health center. In South Carolina,
improving health-care access among limited-English-proficient Spanish speak-
ers has been the focus of her research and community initiatives. She is a found-
ing member of the South Carolina Hispanic/Latino Health Coalition and was



Contributors 311

instrumental in the formation and development of the South Carolina Partner-
ship for Cancer Prevention. Findings from this participatory research initiative
indicated the extent to which Latinas face barriers to preventive services. This
led to the development and testing of the Language for Healthcare Access Cur-
riculum, an educational intervention aimed at improving the ability of immi-
grants to navigate the U.S. health-care system. Dr. Messias currently spearheads
the Hispanic Health Research Network, a campus-community-health service
partnership aimed at building the cultural, linguistic, and research capacity of
primary health-care services in South Carolina and is engaged in community-
based participatory research projects with immigrant women in South Carolina
and Texas. She earned a B.A.S. in Latin American Studies from the University
of Illinois, a B.S.N. in nursing from the University of Arizona, an M.S. in com-
munity health nursing from Indiana Wesleyan University, and a Ph.D. in nurs-
ing from the University of California, San Francisco.

Tina C. Musuya holds an M.A. in sociology from Makerere University, Kam-
pala, and is the executive director for the Center for Domestic Violence Pre-
vention (CEDOVIP). Musuya oversees CEDOVIP’s implementation of SASA!
Mobilizing Communities to Prevent Violence Against Women and HIV. Under
her guidance, CEDOVIP won the 2010 UNAIDS Red Ribbon Award for inno-
vative work in preventing violence against women and HIV and has gained rec-
ognition from civil society leaders, policymakers, community members, and
government bodies throughout Uganda. Musuya has six years of experience
working with communities, institutions, government, and civil society to cre-
ate everyday activists who stand up and act to prevent violence against women
in their own relationships and communities in Uganda. She led CEDOVIP’s de-
velopment of a Uganda Police Force training module on gender-based violence
and a handbook outlining standard protocol for handling cases of domestic vi-
olence. She has advocated for legislation on violence against women, engaged
in policy formulation at a local level (influencing the enactment of the first-
ever domestic violence bylaw in Uganda for Kawempe Division), helped draft
the Domestic Violence Bill as part of the Uganda Law Reform Commission,
and spearheaded a successful advocacy campaign for passage of the Domestic
Violence Act.

Francisca M. Mwangangi is a full-time assistant lecturer in the Department of
Nursing at Presbyterian University of East Africa. After completing her B.Sc.N.
at the University of Nairobi in 2002, Mwangangi taught in a diploma nursing
program in a rural mission teaching hospital. In 2005, she joined Aga Khan
University Hospital in Nairobi as a staff nurse in the Department of Surgery.
She later assumed management of the Aga Khan University Hospital’s Breast
Health Program while continuing to teach on a part-time basis at Aga Khan
University’s Advanced Nursing Studies Program. In 2008, Mwangangi was
voted Nurse of the Year in the Oncology Program. She left the Aga Khan Uni-
versity Hospital in 2009 for her present position but continues to volunteer in
the Breast Health Program. Mwangangi is a member of the Multinational Asso-
ciation of Supportive Care in Cancer (MASCC) and the Kenya Cancer Asso-
ciation. She is currently completing a master’s degree in public health in the
University of Nairobi with a specialization in health economics, planning, and
policy. Mwangangi is one of the Penn-Rockefeller scholars for 2010 to 2011
involved in an online discussion on urban women’s health issues.
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Sheela Patel is director of the Society for the Promotion of Area Resource Cen-
ters, an India nongovernmental organization (NGO) based in Mumbai that
works in partnership with two community-based social movements, Mahila
Milan and the National Slum Dwellers Federation, on addressing issues of land
tenure, secure housing, and basic services for the squatters living informally in
cities in India. She also chairs the board of Shack/Slum Dwellers International,
which is a transnational organization with thirty-three country federations of
slum dwellers and their support NGOs, which was formed to create a learning
alliance that supports communities in learning from one another and negotiat-
ing with their cities, national governments, and international organizations to
create space for the poor to participate in changing cities to work for all.

Vivian W. Pinn has served as the first full-time director of the Office of Re-
search on Women’s Health at the National Institutes of Health (NIH) since
1991 and is also associate director for research on women’s health at NIH. Dr.
Pinn came to NIH from Howard University College of Medicine, where she
had been professor and chair of the Department of Pathology. Dr. Pinn earned
her B.A. from Wellesley College in Massachusetts and received her M.D. from
the University of Virginia School of Medicine. She received her postgraduate
training in pathology at the Massachusetts General Hospital, Harvard Medi-
cal School, before assuming faculty positions at the medical schools of Tufts
and then Howard Universities. Dr. Pinn currently co-chairs the NIH Working
Group on Women in Biomedical Careers with the director of NIH. Dr. Pinn has
received numerous honors, awards, and honorary degrees. She is a fellow of the
American Academy of Arts and Sciences, was elected to the Institute of Medi-
cine in 1995, and is an elected member of AOA and Sigma Xi. She also served
as the eighty-eighth president of the National Medical Association (and the sec-
ond woman president) in 1989 in addition to leadership positions and member-
ship in many other professional organizations and societies.

Katherina M. Rosqueta is the founding executive director of the Center for
High Impact Philanthropy at the University of Pennsylvania. Her work and
comments have been cited in numerous mainstream media including the Wall
Street Journal, Chronicle of Philanthropy, CBS News, and the New York Times. She is
a frequent speaker on issues of social impact and philanthropy and has lectured
at the Wharton Business School, Stanford Graduate School of Business, Univer-
sity of California Haas School of Business, and the University of San Francis-
co’s Institute for Nonprofit Organization Management. Previously, she was a
consultant at McKinsey & Company. Prior to joining McKinsey, she worked in
community development, nonprofit management, and corporate and venture
philanthropy. She received her B.A. cum laude from Yale University and her
M.B.A. from the Wharton School at the University of Pennsylvania.

Shweta Shukla is head of external relations for Procter & Gamble and part
of the company’s executive team in India. She is deeply committed to chil-
dren’s education and is responsible for the launch of Project Shiksha in 2004,
a national cause-related marketing campaign that helps educate underprivi-
leged children in India. Under her leadership, Project Shiksha has touched the
lives of nearly 100,000 children. Since 2007, Shukla has been closely involved
with Project Parivartan, Procter & Gamble’s public-private partnership with
the Ministry of Health in India that currently supports approximately 360,000
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menstruating women. This is a unique program where government-appointed
community health workers become a bridge between young rural women and
essential items of hygiene like sanitary napkins. This program has the potential
to reach more than 200 million rural women.

Varina Tjon-A-Ten was a member of the House of Representatives for the Dutch
Labour Party from 2003 to 2006. While in Parliament, Tjon-A-Ten was a spokes-
person for Development Cooperation, and she was an advocate for women, chil-
dren, immigrants, and the disabled. Her work has been aimed at empowering
disadvantaged groups in Dutch society, and in that capacity she has been man-
aging director for the Foundation on Work and Enterprise, managing director
of the Regional Office for Multicultural Development in Eindhoven, and proj-
ect manager at the Institute for Multicultural Development in Utrecht. Tjon-
A-Ten is also an expert on the negative impacts that lack of sanitary napkins
and other menstrual protection materials have on the lives of women and girls
in developing countries, and the impact these problems have on reaching the
United Nation’s Millennium Development Goals. She is currently a teacher at
The Hague University.

Susan M. Wachter is the Richard B. Worley Professor of Financial Management
and professor of real estate and finance at The Wharton School of the Univer-
sity of Pennsylvania; professor of city and regional planning at the University
of Pennsylvania’s School of Design; co-director of the Penn Institute for Urban
Research; and series co-editor, City in the Twenty-First Century, University of
Pennsylvania Press. Dr. Wachter served as assistant secretary for policy devel-
opment and research at the U.S. Department of Housing and Urban Develop-
ment, a presidentially appointed and Senate confirmed position, from 1998 to
2001. She has been president of the American Real Estate and Urban Econom-
ics Association and co-editor of Real Estate Economics, the leading academic real
estate journal. Dr. Wachter was chair of the Wharton Real Estate Department
from 1996 to 1998. She received the Lifetime Achievement Award from the
American Real Estate and Urban Economics Association in 2005. Recent publi-
cations include “Immigration and the Neighborhood,” American Economic Jour-
nal; Economic Policy (forthcoming); “Subprime Lending and Real Estate Prices,”
Real Estate Economics (39[1], 2011); “Explaining the House Bubble,” Social Sci-
ence Resource Network (2010); “Mortgage Put Options and Real Estate Markets,”
Journal of Real Estate Finance and Economics (2009); “The Inevitability of Market-
Wide Underpriced Risk,” Real Estate Economics (34[4], 2006); and “The Amer-
ican Mortgage in Historical and International Context,” Journal of Economic
Perspectives (19[4], 2005). At Penn, Dr. Wachter co-chairs the Academic Com-
mittee for the Master of Urban Spatial Analytics degree and is a recipient of the
Lindback Award for Teaching Excellence. Dr. Wachter is frequently called upon
to appear on national media and to testify before Congress on real estate and
housing policy issues.
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